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PROJECT 1 - MOLECULAR CHARACTERIZATION OF OVARIAN SEROUS
TUMORS DEVELOPING ALONG DIFFERENT PATHWAYS

Ie-Ming Shih, M.D., Ph.D.




ABSTRACT:

The purpose of this study is to elucidate the pathogenesis of serous carcinoma by identifying the molecular
genetic changes and preferentially expressed genes of different histological types of serous neoplasms. We
hypothesize that the development of serous carcinoma proceeds along two main pathways: one is rapid
progression from ovarian surface epithelium to high-grade serous carcinoma without well-established
morphological precursors (“de novo” pathway) and the other is a gradual development from borderline
tumors, to non-invasive micropapillary serous carcinomas then to low-grade carcinomas (stepwise pathway).
The first pathway results in a high-grade neoplasm (conventional serous carcinoma) and the second leads to
the development of a low-grade indolent tumor. Both types of carcinomas and the putative precursor lesions
of invasive MPSC are characterized by distinctive molecular genetic alterations and specific gene
expression. We identified that mutations in KRAS and BRAF genes characterized the development of low-
grade serous carcinomas. Expression of HLA-G, apoE and membralin molecules were confined to high-
grade serous carcinomas. This project, designed to test our proposed model of diverse pathways in the
pathogenesis of ovarian serous carcinoma, provides an etiologic basis for the other two projects.
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INTRODUCTION

The objective of this proposal is to elucidate the pathogenesis of serous carcinoma by identifying the
molecular genetic changes and preferentially expressed genes of different histological types of serous
neoplasms. We hypothesize that the development of serous carcinoma proceeds along two main pathways:
one is rapid progression from ovarian surface epithelium to conventional serous carcinoma without well-
established morphological precursors (“de novo” pathway) and the other is a gradual development from
serous borderline tumor (atypical proliferative tumor), to non-invasive micropapillary serous carcinoma then
to invasive micropapillary serous carcinoma (stepwise pathway). The first pathway results in a high-grade
neoplasm (conventional serous carcinoma) and the second leads to the development of a low-grade indolent
tumor (invasive micropapillary serous carcinoma). Both types of carcinomas and the putative precursor
lesions of invasive micropapillary serous carcinoma are characterized by distinctive molecular genetic
alterations and specific gene expression. This project, designed to test our proposed model of diverse
pathways in the pathogenesis of ovarian serous carcinoma, provides an etiologic basis for the other two
projects in this proposal. Although many genes are altered during tumorigenesis, only a few are truly critical
for tumor progression. Identifying these genes holds promise for the development of new diagnostic assays
and immunology-directed treatment for patients with different types of serous carcinoma.



BODY

There are no substantial changes or modifications of the original statements. The accomplishments
associated with each task outlined in the approved statement of work are detailed, point by point in the
followings.

Task 1: To characterize the molecular genetic alterations of ovarian serous tumors developing along
two different pathways.

In the past several years, we have conducted a systematic clinicopathologic and molecular analysis of a large
number of SBTs and invasive epithelial ovarian tumors of all histologic types in an effort to delineate their
pathogenesis and behavior '. By careful examination of histopathology of SBT, we identify a unique
“variant” of SBTs- non-invasive micropapillary serous carcinoma (or intraepithelial low-grade serous
carcinoma) which are more frequently associated with extraovarian disease (implant) and poor clinical
outcome as compared to the conventional SBT (called atypical proliferative tumor) 23 We define the
morphological criteria of “good” versus “bad” implants to predict the clinical outcome in SBT patients °.
Based on mutational analysis and the patterns of allelic imbalance, we provide the molecular evidence of
tumor progression from cystadenoma to atypical proliferative tumor, intraepithelial low-grade serous
carcinoma (or non-invasive micropapillary serous carcinoma) then to invasive low-grade serous carcinoma ’.
We demonstrate that mutations in BRAF and KRAS characterize SBT and low-grade serous carcinoma "
and that mutations in both genes occur early in the tumor progression, i.e., the cystadenoma stage, preceding
the development of SBTs °. We show that mutations of BRAF and KRAS correlate with the activation of
mitogen activated protein kinase (MAPK), the downstream target of KRAS-BRAF signaling pathway, in
SBT and low-grade serous carcinomas '° and have defined the downstream molecular targets regulated by
activated MAPK in SBT using serial analysis of gene expression (Pohl, unpublished data). We further show
that in contrast to BRAF and KRAS, mutations in p53 gene are signiﬁcanth' less frequent in SBTs and low-
grade serous carcinoma than in conventional high-grade serous carcinoma 112 We have studied the
chromosomal imbalance in SBTs using CGH and demonstrated that the pattern of chromosomal imbalance
was similar between APST and non-invasive MPSC (intraepithelial low-grade serous carcinoma) but distinct
from conventional high-grade serous carcinoma 13 Based on our studies, we have extended our “dualistic
pathway” model into a modified hypothesis in the development of ovarian cancer k.

Task 2: To identify the genes preferentially expressed in the serous carcinomas.

We have continued to perform serial analysis of gene expression (SAGE) to characterize differential genes
expressed in either low-grade (micropapillary) or high-grade serous carcinomas. We have finished SAGE
library construction, sequencing and analysis in 2 high-grade and 2 low-grade ovarian serous carcinomas in
the second year of the funding period. We then combined the SAGE results and cDNA microarray analysis
(as an alternative approach to complement SAGE as described in the original aim), we have identified
several high-grade associated and low-grade associated genes in ovarian cancer. More specifically, we have
identified HLA-G, membralin and apolipoprotein E overexpression in high-grade but not in low-grade serous
carcinoma. This part of study has been published in Clin Cancer Res '* and has been submitted for
publication (including a research paper pending revision in Cancer Res). The validation and clinical
application of HLA-G and apolipoprotein E expression will be described in the next section (Task 3).
Besides, we have identified two low-grade associated genes, p21 and anti-trypsin, based on analysis of
SAGE data we have collected.

Task 3: To validate the candidate genes and assess their biological significance in the development of
serous carcinoma.
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We have validated three of the candidate genes, HLA-G, apolipoprotein E and membralin in high-grade
ovarian serous tumors and seeked for the clinical application and biological functions of these markers '.
The summary of these three studies are summarized as follows.

HLA-G molecule is a MHC class II molecule involved in immune response. The HLA-G
immunoreactivity ranging from focal to diffuse was detected in 45 of 74 (61%) high-grade ovarian serous
carcinomas but in none of the 18 low-grade serous carcinomas or 26 serous borderline tumors (atypical
proliferative tumors and non-invasive micropapillary serous carcinomas) that were studied. The differential
expression of HLA-G in high-grade but not low-grade serous carcinomas may have biological significance
as HLA-G appears to facilitate tumor cell evasion of the immune system by protecting the malignant cells
from lysis by natural killer cells. This finding is similar to the HLA-G expression observed in large cell
carcinoma of the lung that is associated with a poor outcome as compared with absence of expression in
carcinomas with a better prognosis. HLA-G staining was not detected in a wide variety of normal tissues
including ovarian surface epithelium and normal breast tissue. RT-PCR demonstrated the presence of HLA-
G5 isoform in all tumor samples expressing HLA-G. ELISA was performed to measure the sHLA-G in 42
malignant and 18 benign ascites supernatants. sHLA-G levels were significantly higher in malignant ascites
than in benign controls (p<0.001). We found that the area under the receiver-operating characteristic (ROC)
curve for sHLA-G was 0.95 for malignant versus benign ascites specimens. At 100% specificity, the highest
sensitivity to detect a malignant ascites was 78% (95% CI, 68% - 88%) at a cutoff of 13 ng/ml. In summary,
our findings suggest that measurement of SHLA-G is a useful molecular adjunct to cytology in the
differential diagnosis of malignant versus benign peritoneal ascites.

Apolipoprotein (Apo) E has been recently identified as a potential tumor-associated marker in
ovarian cancer by serial analysis of gene expression. ApoE has long been known to play a key role in lipid
transport and its specific isoforms participate in the atherosclerogenesis. However, its role in human cancer
is not known. In this study, apoE expression was frequently detected in ovarian serous carcinomas, the most
common and lethal type of ovarian cancer. It was not detected in serous borderline tumors and normal
ovarian surface epithelium. Inhibition of apoE expression using an apoE specific siRNA led to G; cell cycle
arrest and apoptosis in an apoE expressing ovarian cancer cell line, OVCAR3, but not in an apoE negative
cell line, SKOV3. Furthermore, the phenotype of apoE-siRNA treated OVCAR3 cells was not reversed by
exogenous apoE in the culture medium. Expression of apoE in nuclei was significantly associated with a
better patient survival who had advanced stage serous carcinomas at the 5-year follow-up (p=0.004). This
study suggests a new role of apoE in cancer as apoE expression is important for the survival in apoE
expressing ovarian cancer cells and its expression is associated with a favorable clinical outcome in ovarian
cancer patients.

A novel gene, membralin, was cloned from a human ovarian cancer cell line in the DoD o year
funding period. Human membralin is unique without significant sequence homology to other human genes
except the membralin from the other species. The gene contains 11 exons which encodes at least two spliced
variants in human cancer. The long form of membralin is composed of 11 exons, encoding a protein of 620
amino acids and the short form contains all exons except the exon 10, encoding a protein of 408 amino acids.
Expression of different membralin isoforms depends on the tissue type. Long form of membralin is
expressed in ovarian and colorectal carcinomas but not in breast or pancreatic carcinomas which express
only the short from. Membralin-GFP fusion protein demonstrates its exclusive cytoplasmic localization.
Based on quantitative real-time PCR, in situ hybridization and Western blot analysis, membralin was highly
expressed in ovarian serous carcinomas as compared to serous borderline tumors and ovarian surface
epithelium (p< 0.001). Furthermore, the expression level of membralin correlated with a worse 5-year
survival in patients with previously untreated stage III ovarian serous carcinomas (p< 0.05). In conclusion,
these findings provide the first characterization of human membralin and suggest that membralin is a novel
tumor-associated marker in ovarian serous carcinomas with potential prognostic significance.



KEY RESEARCH ACCOMPLISHEMEHNTS

Continue providing molecular genetic evidence to support the hypothesis of the dualistic pathway in
the development of ovarian serous carcinoma. We further modify and extend our hypothesis to
include all the major types of ovarian carcinomas.

Mutations of KRAS and BRAF characterize the development of low-grade (invasive micropapillary)
serous carcinomas based on mutational analysis of 186 ovarian serous tumors.

Demonstration of mutations of KRAS and BRAF occur very early in the tumor progression of serous
borderline tumors, suggesting “gate-keeper” roles of both genes in the development of serous
borderline tumors.

HLA-G, apoE and membralin overexpression is associated with high-grade (conventional) serous
carcinomas and p21 and anti-trypsin overexpression is associated with low-grade serous tumors.
Further studies reveal their clinical relevance and biological functions in ovarian serous carcinomas.

Completion in the generations of ovarian tumor tissue arrays including a whole spectrum of lesions
and normal tissues that could serve as an important research tool for this program project and others
in ovarian cancer research. The tissue microarray set is currently ready to be used in the entire
program project.




REPORTABLE OUTCOMES

Articles published in the i vear of funding period (September, 2003-August 2004):

Ho C-L, Kurman RJ, Dehari R, Wang T-L, Shih IM. Mutations of BRAF and KRAS precede the
development of ovarian serous borderline tumors. Cancer Res, in press.

Shih IM and Kurman RJ. Ovarian tumorigenesis - a proposed model based on morphological and molecular
genetic analysis. Am J Pathol, 164: 1511-1518, 2004.

Cheng EJ, Kurman RJ, Wang M, Oldt III R, Wang BG, Berman DM, Shih IM. Molecular genetic analysis
of ovarian serous cystadenoma. Lab Invest, 84:778-784, 2004.

Singer G, Rebmann V, Chen Y-C, Cheng C-C, Liu H-T, Ali SZ, Reinsberg J, McMaster MT, Pfeiffer K,
Chan DW, Wardelmann E, Grosse-Wilde H, Cheng CC, Kurman RJ, Shih I-M. HLA-G is a potential tumor
marker in malignant effusion. Clin Cancer Res, 9: 4460-4466, 2003.

Hsu C-Y, Bristow R, Cha MS, Wang BG, Ho C-L, Kurman RJ, Wang TL, Shih IM
Characterization of Active Mitogen-activated Protein Kinase in Ovarian Serous Carcinomas. Clin Cancer
Res, in press.

Shih IM and Wang TL. Exploring cancer genome using innovative technologies. Curr Opin Oncol, in press.
Singer G, Stohr R, Cope L, Dehari R, Hartmann A, Cao D-F, Wang TL, Kurman RJ, Shih IM. Patterns of

p53 mutations separate ovarian serous borderline tumors, low and high-grade carcinomas and provide
support for a new model of ovarian carcinogenesis. Am J Surg Pathol, in press.

Article submitted for review:

Research resource:
Ovarian tumor tissue microarrays- TMA 64, 65, 66, 209, 210, 211, 212, 213, 311, 312.

Trainees who received awards using this funding resource:
Brant G. Wang, MD, PhD, research fellow, Johns Hopkins University, recipient of the HERA Ovarian
Cancer Research Award, 2003 (advisor: I-M Shih).




CONCLUSIONS

Summary of the accomplished research findings: Ovarian epithelial tumors are the most common type of
ovarian cancer and are the most lethal gynecologic malignancy. The main purpose of the Project 1 is to
delineate the molecular basis of ovarian serous tumors and identity the genes that are associated with tumors
that develop along different pathways in tumor progression. The 2™ year of DoD project has made progress
toward this goal as we have finished many of the tasks proposed in the specific aims. Based on
clinicopathological and molecular observations, we propose a new model for their development. In this
model, ovarian serous tumors are divided into two categories designated low-grade and high-grade tumors
which correspond to two main pathways of tumorigenesis. Low-grade neoplasms arise in a stepwise fashion
from borderline tumors whereas high-grade tumors arise from ovarian surface epithelium or inclusion cysts
for which morphologically recognizable precursor lesions have not been identified, so-called “de novo”
development. Low-grade tumors are associated with distinct molecular changes that are rarely fond in high-
grade tumors, such as BRAF and KRAS mutations. Gene expression profiling has shown that the two types of
ovarian serous tumors are characterized by distinct gene expression patterns. Some of the genes have been
selected for further studied to reveal their clinical and biological significance.

Implications and significance of the accomplished research findings: Our proposed model of
carcinogenesis in ovarian serous tumors reconciles the relationship of borderline tumors to invasive
carcinoma and provides a morphologic and molecular framework for studies aimed at elucidating the
pathogenesis of ovarian cancer. Identification and characterization of the panoply of molecular changes
associated with ovarian carcinogenesis will facilitate development of diagnostic tests for early detection of
ovarian cancer and for the development of novel therapies aimed at blocking key growth-signaling pathways.
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A Proposed Model Based on Morphological and Molecular

Genetic Analysis

le-Ming Shih and Robert J. Kurman

From the Departments of Pathology, Oncology and Gynecology
and Obstetrics, Jobns Hopkins University School of Medicine,
Baltimore, Maryland

The pathogenesis of ovarian carcinoma, the most le-
thal gynecological malignancy, is unknown because
of the lack of a tumor progression model. Based on a
review of recent clinicopathological and molecular
studies, we propose a model for their development.
In this model, surface epithelial tumors are divided
into two broad categories designated type I and type IT
tumors that correspond to two main pathways of
tumorigenesis. Type I tumors tend to be low-grade
neoplasms that arise in a stepwise manner from bor-
derline tumors whereas type II tumors are high-grade
neoplasms for which morphologically recognizable
precursor lesions have not been identified, so-called
de novo development. As serous tumors are the most
common surface epithelial tumors, low-grade serous
carcinoma is the prototypic type I tumor and high-
grade serous carcinoma is the prototypic type II tu-
mor. In addition to low-grade serous carcinomas,
type I tumors are composed of mucinous carcinomas,
endometrioid carcinomas, malignant Brenner tu-
mors, and clear cell carcinomas. Type I tumors are
associated with distinct molecular changes that are
rarely found in type II tumors, such as BRAF and
KRAS mutations for serous tumors, KRAS mutations
for mucinous tumors, and B-catenin and PTEN muta-
tions and microsatellite instability for endometrioid
tumors. Type II tumors include high-grade serous car-
cinoma, malignant mixed mesodermal tumors (carci-
nosarcoma), and undifferentiated carcinoma. There
are very limited data on the molecular alterations
associated with type II tumors except frequent p53
mutations in high-grade serous carcinomas and
malignant mixed mesodermal tumors (carcinosar-
comas). This model of carcinogenesis reconciles
the relationship of borderline tumors to invasive

carcinoma and provides a morphological and mo-
lecular framework for studies aimed at elucidating
the pathogenesis of ovarian cancer. (Am J Patbhol
2004, 164:1511-1518)

Ovarian cancer is the most lethal gynecological malig-
nancy and surface epithelial tumors (carcinomas) are the
most common type of ovarian cancer. Despite consider-
able efforts aimed at elucidating the molecular mecha-
nisms of ovarian carcinoma, its pathogenesis is still un-
known, because unlike colorectal carcinoma,' a
progression model has not been described. Ovarian car-
cinomas are heterogeneous and are primarily classified
by cell type into serous, mucinous, endometrioid, clear
cell, and Brenner (transitional) tumors corresponding to
different types of epithelia in the organs of the female
reproductive tract.?> * The tumors in each of the catego-
ries are further subdivided into three groups, benign,
malignant, and intermediate (borderline tumor) to reflect
their behavior. Mucinous and endometrioid borderline
tumors are often associated with invasive carcinomas but
serous borderline tumors are rarely associated with se-
rous carcinomas.? This latter observation as well as re-
cent molecular genetic studies showing a very different
frequency of p53 and KRAS mutations in serous carci-
noma as compared to serous borderline tumors have led
most investigators to conclude that serous borderline
tumors and serous carcinomas are unrelated.®° The un-
certainty about the nature of the borderline group of
tumors, reflected by the ambiguous term “borderline,” is
a major shortcoming of the current classification. Here we
review recent histopathological and molecular genetic
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Figure 1. Schematic representation of the dualistic model depicting the development of ovarian serous carcinomas, the most common type of ovarian cancer.

Low-grade serous carcinoma (MPSC) represents the prototypic type | tumor and develops in a stepwise manner from an atypical proliferative tumor through a
noninvasive stage of MPSC (both of these tumors qualified as borderline) before becoming invasive. These tumors are associated with frequent KRAS or BRAF
mutations. High-grade serous carcinoma represents the prototypic type IT tumor and develops from the ovarian surface epithelium or inclusion cysts without

morphologically recognizable intermediate stages. KRAS and BRAF mutations have been rarely found in these neoplasms. CIN, chromosomal instability

studies to re-examine this issue and propose a model of
ovarian carcinogenesis that integrates clinical, his-
topathological, and molecular genetic findings.

Clinical and Pathological Observations that
Provide the Basis for the Proposed Model

Throughout the last 10 years, we have conducted a sys-
tematic microscopic and clinical analysis of a large num-
ber of noninvasive and invasive epithelial ovarian tumors
of all histological types in an effort to delineate their
pathogenesis and behavior.?'°~'? These studies drew
attention to a subset of low-grade serous tumors desig-
nated “micropapillary serous carcinoma (MPSC)" with
characteristic histopathological features, low proliferative
activity, and an indolent behavior that contrasts dramat-
ically with the conventional type of serous carcinoma, an
aggressive neoplasm that is high-grade and has high
proliferative activity.”'~'? The term “MPSC" was origi-
nally proposed to distinguish the noninvasive form of this
tumor from the more common noninvasive tumor, termed
an “atypical proliferative serous tumor,” both of which
have been included under the rubric “borderline” or “low
malignant potential.”'®'? Histological transitions from ad-
enofibromas and atypical proliferative serous tumors to
noninvasive MPSCs are observed in nearly 75% of cas-
es.'® In addition, areas of infiltrative growth (stromal in-
vasion) immediately adjacent to the noninvasive compo-
nent are found in a significant proportion of cases (Figure
1).'® These invasive MPSCs are synonymous with low-
grade serous carcinoma. The former term describes its
histopathological features and the latter its clinical behav-
ior. The histopathological findings strongly suggest that

there is a morphological and biological spectrum begin-
ning with a benign serous cystadenoma/adenofibroma,
through a proliferative tumor (atypical proliferative serous
tumor) to a noninvasive carcinoma (noninvasive MPSC)
ending with an invasive low-grade serous carcinoma (in-
vasive MPSC).

Low-grade serous carcinomas typically pursue an in-
dolent course that may last more than 20 years.'®'?
Approximately 50 to 60% of patients ultimately succumb
because of widespread intra-abdominal carcinomatosis
but the tumor maintains its low-grade appearance and
low proliferative index throughout its course (Silva et al,
1997 and unpublished data).'® This contrasts with con-
ventional high-grade serous carcinoma that presents as
a clinically aggressive neoplasm that spreads rapidly
and is associated with a poor outcome. Analysis of mu-
cinous, endometrioid, clear cell carcinomas, and malig-
nant Brenner tumors reveals that they are often associ-
ated with cystadenomas, borderline tumors, and
intraepithelial carcinomas.? Furthermore, it has been long
recognized that endometrioid carcinoma and clear cell
carcinoma are associated with endometriosis in the ovary
or pelvis in 15 to 50% of cases'*'® leading investigators
to propose that endometriosis is a precursor of these
tumors. Rarely, a high-grade serous carcinoma is asso-
ciated with ovarian endometriosis but this is viewed as an
independent, coincidental finding; a causal relationship
of endometriosis and serous carcinoma has never been
proposed. A recent clinical study using serial transvagi-
nal ultrasonography has shown that ~50% of ovarian
carcinomas develop from pre-existing cystic lesions
whereas the remaining 50% develop in ovaries without
apparent abnormality on ultrasound.'® The former group
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Table 1. Precursors and Molecular Genetic Alterations of Type I Tumors of the Ovary

Type | tumors

Precursors*

Known molecular genetic alterations

Low-grade serous carcinoma
(invasive MPSC)

Noninvasive MPSC

Mucinous carcinoma

Serous cystadenoma/adenofibroma
Atypical proliferative serous tumor

Mucinous cystadenoma

BRAF and KRAS mutations (~67%)

KRAS mutations (>60%)

Atypical proliferative mucinous tumor

Intraepithelial carcinoma

Endometrioid carcinoma Endometriosis

Endometrioid adenofibroma
Atypical proliferative endometrioid tumor
Intraepithelial carcinoma

Clear cell carcinoma Endometriosis

Clear cell adenofibroma
Atypical proliferative clear cell tumor
Intraepithelial carcinoma

Malignant Brenner
(transitional) tumor

Brenner tumor

LOH or mutations in PTEN (20%)
B-catenin gene mutations (16-54%)
KRAS mutations (4-5%)
Microsatellite instability (13-560%)
KRAS mutations (5-16%)
Microsatellite instability (~13%)
TGF-B RIl mutation (66%)"

Not yet identified

Atypical proliferative Brenner tumor

Abbreviation: MPSC, micropapillary serous carcinoma; LOH, loss of heterozygosity; TGF, transforming growth factor.
“Atypical proliferative serous tumors and noninvasive MPSC have heen termed “borderline” tumors in the literature. Similarly for mucinous,
endometrioid, clear cell, and Brenner tumors, atypical proliferative tumor and intraepithelial carcinoma have been combined and designated

“borderline tumor” in the literature.
'Based on preliminary results analyzing three cases.®”

was composed mainly of mucinous, endometrioid, clear
cell carcinomas, and borderline tumors whereas the latter
group was composed almost exclusively of high-grade
serous carcinomas. This distribution corresponds to the
type | and Il tumors described below.

A Proposed Model of Ovarian Carcinogenesis

Our clinicopathological and molecular genetic studies
provide the basis for a proposed model of ovarian carci-
nogenesis in which there are two main pathways of tu-
morigenesis, corresponding to the development of type |
and type Il tumors (Tables 1 and 2). It should be empha-
sized that the terms, type | and type Il, describe path-
ways of tumorigenesis and are not specific histopatho-
logical terms. Type | tumors (low-grade serous
carcinoma, mucinous carcinoma, endometrioid carci-
noma, malignant Brenner tumor, and clear cell carci-
noma) develop in a stepwise manner from well-recog-
nized precursors, namely borderline tumors that in turn
develop from cystadenomas and adenofibromas (Figure
1 and Table 1).° The latter benign tumors appear to
develop from the surface epithelium or inclusion cysts in
the case of serous and mucinous tumors and from endo-
metriosis or endometriomas in the case of endometrioid
and clear cell tumors. Type | tumors are slow growing as
evidenced by the observation that they are large and

often confined to the ovary at diagnosis. In contrast, type
Il tumors are high-grade at presentation. Type Il carcino-
mas include what are currently classified as high-grade
serous carcinoma (moderately and poorly differentiated),
malignant mixed mesodermal tumors (carcinosarcomas),
and undifferentiated carcinoma (Figure 1 and Table 2). In
addition, it is likely that some high-grade serous and
undifferentiated carcinoma containing cells with clear cy-
toplasm have been classified as clear cell carcinoma and
would be included in this group. Although malignant
mixed mesodermal tumors (carcinosarcomas) were once
thought to be mixed tumors comprised of carcinoma and
sarcoma, recent studies have demonstrated that they are
monoclonal.'”'® Accordingly, these tumors are now re-
garded as high-grade carcinomas with metaplastic sar-
comatous elements. Type |l carcinomas are rarely asso-
ciated with morphologically recognizable precursor
lesions and it has been proposed that they develop de
novo from the surface epithelium or inclusion cysts of the
ovary.” They evolve rapidly, metastasize early in their
course, and are highly aggressive. It is likely that the
apparent de novo conventional high-grade serous carci-
noma does develop in a stepwise manner but precursor
lesions have not yet been elucidated molecularly or mor-
phologically (Figure 1). Presumably, this is because of
rapid transit from inception as a microscopic carcinoma
to a clinically diagnosed neoplasm. This is supported by

Table 2. Precursors and Molecular Genetic Alterations of Type II Tumors of the Ovary

Type Il tumors* Precursors

Known molecular genetic alterations

High-grade serous carcinoma Not yet identified

Undifferentiated carcinoma
Malignant mixed mesodermal
tumor (carcinosarcomas)

Not yet identified
Not yet identified

P53 mutations (50-80%)

Amplification and overepxression of HER2/neu gene
(10%-20%) and AKT2 gene (12%-18%)

Inactivation of p16 gene (10%-17%)

Not yet identified

p53 mutations (> 90%)

*Type |l tumors can contain neoplastic cells with clear cytoplasm and have sometimes been classified as “clear cell carcinoma.”
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Table 3.

Serous Carcinoma, Respectively

Summary of Clinicopathological Features of the Prototypic Type I and Type II Tumors: Low-Grade and High-Grade

Frequency Histologic features

Precursor lesions

Response to

Clinical behavior! chemotherapy

Low grade ~25% of serous Micropapillary
carcinomas* architecture; low-
grade nuclei; low
mitotic index
~75% of serous Solid nests and
carcinomas* masses; high-
grade nuclei; high
mitotic index

High grade

Serous cystadenoma

Serous atypical
proliferative (borderline)
tumor

Not known; probably from Aggressive; rapid
ovarian surface
epithelium or inclusion
cysts (de novo)

Indolent; slow progression Poor

5-year survival ~55%"

Good, although
recurrence is
common

progression; 5-year
survival~30%

‘Based on a survey at the Johns Hopkins Hospital. Most patients will eventually die from the disease after a protracted clinical course.

"Advanced stage tumors
*See Sehdev et al.'?

the significantly higher Ki-67 nuclear labeling (prolifera-
tion) index in conventional high-grade serous carcinomas
compared to low-grade serous carcinomas (unpublished
data).'® '

This dualistic model is the first step in an attempt to
elucidate the molecular pathogenesis of ovarian carcinoma,
but should not be construed as implying that other path-
ways of tumorigenesis do not exist. For example, it is not
certain whether there are other subsets of type Il carcino-
mas. Molecular profiling and epidemiological studies will be
important to determine whether there are distinct subsets of
type Il tumors. Also it is not clear whether some low-grade
serous carcinomas (type |) progress to high-grade serous
carcinomas (type Il). We have observed serous carcinomas
with high-grade nuclei and abundant mitotic activity that
display a micropapillary architecture, simulating invasive
MPSC (low-grade serous carcinoma). We thought that
these high-grade tumors may have arisen from invasive
MPSCs (low-grade serous carcinoma) but like conventional
high-grade tumors without a micropapillary architecture
these tumors did not harbor KRAS mutations, indicating that
they are not derived from invasive MPSCs (low-grade se-
rous carcinomas) (see below).”® These data are preliminary
and do not rule out the possibility that some low-grade
serous carcinomas progress to high-grade carcinomas but
the findings do support the view that ovarian serous carci-
nomas can be graded into low- and high-grade based on
nuclear rather than architectural features. Preliminary clini-
copathological studies of other type | carcinomas (muci-
nous, endometrioid, and clear cell carcinomas) have dem-
onstrated that some are moderately and even poorly
differentiated, suggesting that some type | carcinomas can
evolve from low- to high-grade neoplasms.

Table 4.
Carcinoma, Respectively

Molecular Evidence Supporting the Dualistic
Model

Serous carcinoma is the most common type of ovarian
carcinoma and therefore low-grade and high-grade se-
rous carcinomas serve as the prototypes of type | and
type Il carcinomas, respectively (Table 3). Accordingly,
the molecular genetic data that are being advanced in
support of the dualistic model are derived mainly from
studies of serous carcinoma.

There are several distinctive molecular changes that
distinguish low-grade and high-grade serous carcinomas
(Table 4). Among them, the most significant molecular
genetic alterations are mutations in BRAF and KRAS on-
cogenes. The RAS, RAF, MEK, ERK, and MAP cascade is
important for the transmission of growth signals into the
nucleus.?" Oncogenic mutations in BRAF and KRAS re-
sult in constitutive activation of this pathway and contrib-
ute to neoplastic transformation. Recent studies have
demonstrated that KRAS mutations at codons 12 and 13
occur in 35% of low-grade serous carcinomas (invasive
MPSCs) and 33% of borderline tumors (atypical prolifer-
ative tumor and noninvasive MPSC) but not in high-grade
serous carcinomas.®>?° Similarly, BRAF mutations at
codon 599 occur in 30% of low-grade serous carcinomas
and 28% of borderline tumors but not in high-grade se-
rous carcinomas.® Mutations in BRAF and KRAS, there-
fore, were found in 65% of low-grade invasive serous
carcinomas and in 61% of atypical proliferative tumors
and noninvasive MPSCs, their putative precursors, but
neither of the genes was mutated in high-grade serous
carcinomas. It is of interest that BRAF mutations were
found only in tumors with wild-type KRAS.?° The mutually

Summary of Molecular Features of Prototypic Type [ and Type II Tumors: Low-Grade and High-Grade Serous

KRAS
mutations

BRAF
mutations

BRAF or KRAS
mutations

TP53
mutations

HLA-G
expression

Proliferation
(Ki-67) index

Low grade 35%

30%
High grade 0 0

65%
0

0 0
50%~80% 61%

~10-15%
>50%




exclusive nature of BRAF mutations at codon 599 and
KRAS mutations at codons 12 and 13 in ovarian carci-
noma is consistent with similar findings in melanoma and
colorectal carcinoma®??3 and lends support for the view
that BRAF and KRAS mutations have an equivalent effect on
tumorigenesis. Mutations of BRAF and KRAS seem to occur
very early in the development of low-grade serous carci-
noma as evidenced by the detection of these mutations in
small atypical proliferative serous tumors but not in serous
cystadenomas.?* These data provide cogent evidence
that the development of conventional high-grade serous
carcinomas involves molecular mechanisms not related
to mutations in BRAF and RAS.

In contrast to low-grade serous carcinoma in which
mutations in p53 are rare, mutations in p53 are common
in high-grade serous carcinomas. Most studies have
shown that ~50 to 80% of advanced stage, presumably
high-grade, serous carcinomas have mutant p53.25-2° |t
has also been reported that mutant p53 is present in 37%
of stage | and Il presumably high-grade serous carcino-
mas.?° In a study of very early microscopic stage | serous
carcinomas in ovaries removed prophylatically from
women who were BRCA heterozygotes, overexpression
of p53 and mutation of p53 were found in all early invasive
high-grade serous carcinomas as well as in the adjacent
dysplastic surface epithelium.®' It is likely that inherited
mutations in BRCA genes predispose the ovarian surface
epithelium and inclusion cysts to neoplastic transforma-
tion through an increase in genetic instability. Although
sporadic ovarian carcinomas were not analyzed in this
study, the clinical and pathological features of BRCA-
linked ovarian carcinomas and their sporadic counter-
parts are indistinguishable, suggesting that their histo-
genesis may be similar. Thus, although the findings are
preliminary, they suggest that conventional high-grade
serous carcinoma, in its very earliest stage resembles
advanced stage serous carcinoma at a molecular as well
as at a morphological level. Similar to high-grade serous
carcinoma, malignant mixed mesodermal tumors (carci-
nosarcomas) also demonstrate p53 mutations in almost
all cases analyzed.?*=3* |t has been reported that the
same p53 mutations occur in the epithelial and the mes-
enchymal components.®? Moreover, the fact that pure
carcinomatous areas are often associated with sarcoma-
tous components suggests a common derivation of both
the epithelial and the mesenchymal components in these
neoplasms.®® The finding that metastases from these
tumors nearly always are composed exclusively of carci-
noma has led investigators to suggest that malignant
mixed mesodermal tumors are metaplastic carcinomas.

In addition to p53 mutations, conventional serous car-
cinomas that are presumably high-grade demonstrate
amplification/overexpression of HER-2/neu tyrosine ki-
nase gene in 20 to 67%® and AKT2 serine/threonine
kinase gene in 12 to 18% of samples analyzed.*”*® In
contrast, amplification of both genes is rare in borderline
tumors. Inactivation of the p16 gene because of promoter
methylation, mutation, or homozygous deletion occurs in
a variety of human cancers including conventional ovar-
ian serous carcinoma that presumably are high grade.*®
Because these are molecular genetic studies in which the
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tumors were described simply as “serous carcinomas,”
we have referred to them as “presumably high-grade”
because the vast majority of serous carcinomas are high
grade.

Besides molecular genetic alterations, both low-grade
and high-grade serous carcinomas are characterized by
distinct gene expression profiles. For example, transcrip-
tome-wide gene expression profiling has demonstrated
that human leukocyte antigen-G (HLA-G) and apoli-
poprotein E (apoE) are overexpressed in most high-
grade serous carcinomas but rarely in low-grade serous
carcinomas. HLA-G immunoreactivity, ranging from focal
to diffuse, was detected in 45 of 74 (61%) high-grade
ovarian serous carcinomas but in none of the 18 low-
grade serous carcinomas or 26 serous borderline tumors
(atypical proliferative tumors and noninvasive MPSCs)
that were studied.”® A similar correlation of HLA-G ex-
pression with behavior has been observed in large cell
carcinoma.*’ A possible mechanism that explains the
association of HLA-G expression with prognosis is that
HLA-G seems to facilitate tumor cell evasion of the im-
mune system by protecting malignant cells from lysis by
natural killer cells.*?

Recently, apoE expression has been detected in ovar-
ian tumors. Besides the well-known role of apoE in cho-
lesterol transport and in the pathogenesis of atheroscle-
rogenesis and Alzheimer's disease, apoE may play a
novel role in the development of human cancer. In ovar-
ian carcinomas, expression of apoE is primarily confined
to type Il high-grade serous carcinoma because apoE
immunoreactivity has been detected in 66% of high-
grade but only 12% of low-grade serous carcinomas. In
contrast, apoE immunoreactivity was not detected in nor-
mal ovarian surface epithelium, serous cystadenomas,
serous borderline tumors, and other type | tumors (Chen,
unpublished data). Inhibition of apoE expression in vitro
induces cell-cycle arrest and apoptosis in apoE-express-
ing ovarian cancer cells, suggesting that apoE expres-
sion is important for their growth and survival.

The genes that are specifically expressed in other
types of ovarian carcinomas remain primarily unknown.
Recently, hepatocyte nuclear factor-18 and glutathione
peroxidase 3 have been reported as molecular markers
for ovarian clear cell carcinoma because both genes are
highly expressed in ovarian clear cell carcinomas but
rarely in other ovarian carcinomas.*®44

Finally, allelic imbalance (calculated as the number of
SNP markers with allelic imbalance/total SNP markers
examined) has been assessed in atypical proliferative
tumors, noninvasive MPSCs, and low-grade serous car-
cinoma (invasive MPSC).® A progressive increase in the
degree of allelic imbalance of chromosomes 1p, 5q, 8p,
18q, 22q, and Xp was noted when comparing atypical
proliferative tumors with noninvasive and low-grade se-
rous carcinomas (invasive MPSCs). In particular, allelic
imbalance of chromosome 5q was more frequently ob-
served in noninvasive MPSCs compared with atypical
proliferative tumors and allelic imbalance of chromosome
1p was more frequently found in low-grade serous car-
cinoma (invasive MPSC) compared with noninvasive
MPSCs. The allelic imbalance patterns in atypical prolif-
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erative tumors were also found in noninvasive MPSCs
containing adjacent atypical proliferative tumor compo-
nents, further supporting the view that atypical prolifera-
tive tumors are the precursors of MPSCs. In contrast, all
high-grade serous carcinomas including the very earliest
tumors (less than 8 mm confined to one ovary) showed
high levels of allelic imbalance. As allelic imbalance re-
flects chromosomal instability, the above findings sug-
gest a step-wise increase in chromosomal instability in
the progression to low-grade serous carcinoma in con-
trast to a high level of chromosomal instability in high-
grade serous carcinoma even in their earliest stage of
development.

The stepwise progression of borderline tumors (atypi-
cal proliferative tumor and noninvasive MPSC) to low-
grade serous carcinoma (invasive MPSC) closely ap-
proximates the adenoma-carcinoma sequence in
colorectal carcinoma and the progression of the other
type | carcinomas, specifically mucinous and endometri-
oid carcinoma. In mucinous carcinoma for example, mor-
phological transitions from cystadenoma to an atypical
proliferative tumor (borderline tumor), to intraepithelial
carcinoma and invasive carcinoma have been recog-
nized for some time and an increasing frequency of KRAS
mutations at codons 12 and 13 has been described in
cystadenomas, borderline tumors, and mucinous carci-
nomas, respectively.®*8 |n addition, using microdis-
section, the same KRAS mutation has been detected in
mucinous carcinoma and in the adjacent mucinous cys-
tadenoma and borderline tumor.”® Likewise, in endo-
metrioid carcinomas, mutation of B-catenin has been re-
ported in approximately one-third of cases*®*° and
mutation of PTEN in 20%, rising to 46% in those tumors
with 10923 loss of heterozygosity.®' These mutations are
generally detected in well-differentiated, stage | tumors
with @ good prognosis, suggesting that inactivation of
these genes is an early event. Moreover, similar molecu-
lar genetic alterations including loss of heterozygosity at
10923 and mutations in PTEN have been reported in
endometriosis, atypical endometriosis, and ovarian endo-
metrioid carcinoma in the same specimen.®'~>¢ The mo-
lecular genetic findings together with the morphological
data showing a frequent association of endometriosis
with endometrioid adenofibromas, atypical proliferative
(borderline) tumors, adjacent to invasive well-differenti-
ated endometrioid carcinoma provide evidence of step-
wise tumor progression in the development of endometri-
oid carcinoma. Clear cell carcinoma is also frequently
associated with endometriosis, clear cell adenofibromas,
and clear cell atypical proliferative (borderline) tumors
but molecular evidence for the stepwise progression
model is lacking because molecular markers specific to
clear cell neoplasms have only recently been identi-
fied.*34* Transforming growth factor-B receptor type ||
has been found to be mutated in the kinase domain in two
of three clear cell carcinomas but rarely in other histolog-
ical types of ovarian carcinomas.®” Microsatellite insta-
bility is present in endometrioid and clear cell carcinoma
but is only rarely detected in serous and mucinous tu-
mors.*®59 These findings provide further evidence of the
close relationship of endometrioid and clear cell carci-

noma and point to a common precursor lesion for these
two neoplasms. .

Conclusion

Based on morphological and molecular genetic analyses
of a large series of ovarian tumors, we have proposed a
tumor progression model for ovarian carcinoma. In this
model, ovarian tumors are divided into two broad cate-
gories designated type | and type Il. These designations
refer to pathways of tumorigenesis and are not specific
histopathological terms. Type | tumors include low-grade
serous carcinoma, mucinous carcinoma, endometrioid
carcinoma, malignant Brenner tumors, and clear cell car-
cinoma. Type Il tumors are composed of what are cur-
rently classified as moderately and poorly differentiated
serous carcinoma (high-grade serous carcinoma), malig-
nant mixed mesodermal tumors (carcinosarcomas), and
undifferentiated carcinoma. Some of the latter may con-
tain cells with clear cytoplasm and have therefore been
classified erroneously as clear cell carcinomas. The tu-
morigenic pathway for type | tumors resembles the ade-
noma-carcinoma sequence in colorectal cancer and is
characterized by clearly recognized precursor lesions,
namely, cystadenoma, atypical proliferative tumor, and
noninvasive carcinoma. The latter two noninvasive tu-
mors have traditionally been combined into one category
designated “borderline.” Type | tumors evolve slowly and
are associated with distinct molecular changes that are
rarely found in type Il tumors such as mutations in BRAF
and KRAS for serous tumors, KRAS mutations for muci-
nqus tumors, and B-catenin and PTEN mutations for en-
dometrioid tumors. In contrast, type Il tumors evolve rap-
idly, arising directly from the surface epithelium or
inclusion cysts and metastasize early in their course.
There are very limited data on the molecular alterations
associated with type Il tumors except frequent mutations
of p53 in high-grade serous carcinomas and malignant
mixed mesodermal tumors (carcinosarcomas). This
model reconciles the inconsistency in the current classi-
fication of ovarian tumors that regards borderline tumors
as a distinct entity unrelated to invasive carcinoma and
provides a morphological and molecular genetic frame-
work for future studies aimed at elucidating the patho-
genesis of ovarian cancer. Unraveling the complex mo-
lecular genetic pathways involved in ovarian
carcinogenesis will require correlated morphological and
molecular genetic studies. Identification and character-
ization of the panoply of molecular changes associated
with ovarian carcinogenesis will facilitate development of
diagnostic tests for early detection of ovarian cancer and
for the development of novel therapies aimed at blocking
key growth-signaling pathways.
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Molecular genetic changes that are associated with the initiating stage of tumor
development are important in tumorigenesis. Ovarian serous borderline tumors
(SBTs), putative precursors of low-grade serous carcinomas, are among the few
human neoplasms with a high frequency of activating mutations in BRAF and
KRAS genes. However, it remains unclear as to how these mutations contribute to
tumor progression. To address this issue, we compared the mutational status of
BRAF and KRAS in both SBTs and the adjacent epithelium from cystadenomas,
the presumed precursor of SBTs. We found that 3 of 8 SBTs contained mutant
BRAF and 4 SBTs contained mutant KRAS. All specimens with mutant BRAF
harbored wild type KRAS and vice versa. Thus, 7 (88%) of 8 SBTs contained either
BRAF or KRAS mutations. The same mutations detected in SBTs were also
identified in the cystadenoma epithelium adjacent to the SBTs in 6 (86%) of 7
informative cases. As compared to SBTs, the cystadenoma epithelium, like
ovarian surface epithelium, lacks cytological atypia. Our findings provide cogent
evidence that mutations of BRAF and KRAS occur in the epithelium of
cystadenomas adjacent to SBTs and strongly suggest that they are very early
events in tumorigenesis, preceding the development of SBT.




INTRODCUCTION
It has been shown that tumors result from an accumulation of genetic alterations that
result in uncontrolled cellular proliferation. Identification of the alterations that occur early
in tumor development is critical to understanding carcinogenesis and can provide insight
into potential markers for early detection (1, 2). Ovarian cancer is one of the most lethal
neoplasms in women and serous carcinoma is the most common type (3) but the
molecular events that underlie the development of ovarian serous carcinoma are largely
unknown. Recent studies have shown that ovarian serous carcinoma develops along
two distinct pathways and we have proposed a model of ovarian carcinogenesis that
reflects this concept (4-6). In one pathway, invasive low-grade serous carcinoma
develops from a non-invasive (or in situ) tumor which has traditionally been termed
“serous borderline tumor (SBT)” (7). The progression of SBT to invasive low-grade
carcinoma mimics the adenoma-carcinoma sequence in colorectal carcinoma (2).
Detailed analysis of SBTs demonstrates that SBTs consist of two tumors at different
stages of tumor progression, a benign tumor termed “atypical proliferative serous tumor”
and an intraepithelial low-grade (non-invasive micropapillary serous) carcinoma, the
immediate precursor of invasive low-grade serous carcinoma (4, 6). SBTs are frequently
associated with serous cystadenomas which develop from ovarian surface epithelium
through a hyperplastic process (8). Like ovarian surface epithelium, the epithelial cells of
a cystadenoma do not show cytological atypia and their proliferation index is extremely
low (8). In the second pathway, high-grade serous carcinoma develops from ovarian
surface epithelium or from surface inclusion cysts (9) but precursor lesions have not
been well characterized. Accordingly, this process has been described as “de novo” (4).
Molecular genetic analysis has shown that SBTs and invasive low-grade serous
carcinomas are characterized by mutations of BRAF and KRAS in 61%-68% of cases (5,
6, 10, 11) but p53 mutations are rare (11-13). In contrast, high-grade serous carcinomas
frequently contain p53 mutations (> 50%) but rarely BRAF and KRAS mutations (5, 6,
12-16). These studies analyzed advanced stage tumors in which putative precursor
lesions may have been obliterated by the tumor. In this study, we confined our analysis
to small SBTs and associated cystadenomas in order to delineate the early molecular
genetic events in their pathogenesis. Specifically, we compared the mutational status of
BRAF and KRAS in SBTs and the adjacent non-transformed epithelium of serous
cystadenomas.



MATERIALS AND METHODS

A total of eight small SBTs (corresponding to what has been classified as atypical
proliferative tumor) and the associated cystadenomas were collected. The acquisition of
tumor samples was approved by the Johns Hopkins institutional review board. The
SBTs ranged from 8 to 20 mm (average 16 mm) in greatest dimension and associated
cystadenomas ranged from 5 to 8 cm (average 6.8 cm). The SBTs occupied 5-15% of
the total surface area of the cystadenomas. Only a small number of cases were studied
because although cystadenomas and SBTs are not uncommon, cystadenomas
containing synchronous small SBTs are relatively rare. Microscopically, the SBTs
contained a hierarchical branching papillae lined by epithelial cells with mild to moderate
cellular atypia (Fig. 1). The epithelium of the SBTs merged abruptly with the
cystadenoma epithelium which was composed of a single layer of flat to columnar cells
without atypia (Fig.1). The epithelium from the SBTs and adjacent cystadenoma was
collected separately using the Palm laser capture microdissection microscope (Zeiss).
Genomic DNA was prepared using the PicoPure DAN extraction kit (Arcturus, Mountain
View, CA). Polymerase chain reaction (PCR) was then performed followed by nucleotide
sequencing using an ABI 3100 sequencer (ABI, Foster City, CA). Exon 1 of KRAS and
exon 15 of BRAF were both sequenced as each exon harbors almost all the mutations in
both genes (5, 6, 10, 17). The primers for PCR and sequencing were as follows. For
BRAF: 5'-tgcttgctctgataggaaaatga-3' (forward), 5'-ccacaaaatggatccagacaac-3’ (reverse)
and 5'-gaaaatgagatctactgttttccttta-3' (sequencing) and for KRAS: 5'-
taaggcctgctgaaaatgactg-3’ (forward), 5'-tggtcctgcaccagtaatatge-3’ (reverse) and 5'-
ctgcaccagtaatatgcatattaaaac-3' (sequencing). The sequences were analyzed using the
Lasergene program (DNASTAR, Madison, WI).

RESULTS

The results of the mutational status correlated with the SBT or cystadenoma component
of the tumors are shown in Table 1. We found that four SBTs (cases 1, 4, 5 and 8)
contained activating KRAS mutations at codon 12 (three mutations of GGT to GAT and
one mutation of GGT to GTT) and three SBTs (cases 3, 5 and 6) had BRAF mutations at
codon 599 (all of T1796A mutation). As in our previous report (5), the presence of KRAS
and BRAF mutations was mutually exclusive. Thus, 7 (88%) of 8 SBTs had either a
BRAF or a KRAS mutation. Case 2 contained wild type KRAS and BRAF. Analysis of
the mutational status in the epithelium from the cystadenomas adjacent to the SBTs
revealed that both the cystadenoma and SBT components contained identical mutations
in 6 of 7 informative cases. Representative sequence analyses are shown in Fig. 2. The
frequent mutations of KRAS and BRAF in small SBTs are consistent with previous
reports showing mutations in either BRAF or KRAS in 66%-68% of large SBTs (5, 10).
The higher frequency of mutations (88%) in the current report is probably due to the use
of purer tumor cell samples obtained by laser capture microdissection or may have
resulted from the small sample size in the present analysis.



DISCUSSION

The findings in this study provide important insights into the molecular pathogenesis of
low-grade ovarian serous tumors (Fig. 3). Since we only analyzed a single time point in
the sequence of cystadenoma to SBTs, we can only infer that the findings truly describe
the events in early tumor progression. However, the coexistence of a cystadenoma with
a SBT strongly suggests that the latter arises from the former (Fig. 3). Accordingly, the
presence of identical mutations in the cystadenoma epithelium which displayed no
evidence of cytologic atypia strongly suggests that mutations of BRAF and KRAS occur
before the development of a SBT and indicates that cystadenomas are the precursors of
SBTs. Our results support the view that mutations of BRAF and KRAS (or NRAS) are
early events associated with tumor initiation as occurs in melanoma (18) and colorectal
carcinoma (19).

We have recently studied 30 consecutive pure cystadenomas without SBTs and
demonstrated an absence of BRAF and KRAS mutations in all of them (8). The
frequency of mutations in BRAF and KRAS in cystadenomas associated with SBTs was
significantly higher than those without SBTs (p<0.001, Fisher's exact test) (Table 2). This
finding together with the fact that SBTs are relatively uncommon as compared to
cystadenomas (20-24) suggests that only a small proportion of serous cystadenomas
are neoplastic with the potential to progress to SBTs. Finally, our findings suggest a
‘gatekeeper” role of BRAF and KRAS genes in the development of low-grade serous
carcinomas (25). This is supported by the observation that activating mutations in these
genes are oncogenic in experimental cell culture systems (17, 26, 27) probably through
a constitutive activation of mitogen activated protein kinase (28, 29). Future experiments
will determine whether mutations of BRAF and KRAS are sufficient to initiate the
development of SBTs or additional genetic “hits” are required in tumorigenesis. Because
mutations of BRAF and KRAS in serous cystadenomas may predispose to the
development of SBTs, detection of BRAF and KRAS mutations could facilitate the
differentiation of cystadenomas with a high risk of progression from the vast majority of
cystadenomas that lack BRAF or KRAS mutations and have a very low risk of
progression. Development of molecular assays (30, 31) that can detect such mutations
(in cyst fluid, for example) could play an important role in the management of patients
with ovarian cystadenomas, particularly young women who would prefer fertility-sparing
treatment.
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Table 1. Mutational status of KRAS and BRAF genes in eight small serous borderline
tumors and associated cystadenomas.

casel case?2 case3 case4 case5 case6 case7 case8

G35A* WT WT G35T G35A WT WT G35A
SBT G120* Gl2v G12D G12D

Cyst G35A WT WT WT G35A WT WT G35A
G12D G12D G12D

SBT WT WT T1796A WT WT T1796A T1796A WT
V599E V599E V599E

BRAF

Gt WT WT T1796A WT WT T1796A T1796A  WT
ys V599E V599E  V599E

Abbreviations: SBT: serous borderline tumor; WT: wild type
*Alteration in nucleotide sequence
# Alteration in amino acid sequence




Table 2. Frequency of mutations in BRAF and KRAS in cystadenomas with
associated serous borderline tumor and pure cystadenomas

cystadenoma

G

Cystadenoma associated Pure cystadenoma
with SBT

Mutations in

BRAF or 6 0

KRAS

Wild type in

BRAF and

i 2 30

Total cases 8 3 0

APST: atypical proliferative serous tumor
SBT: serous borderline tumor




FIGURE LEGEND

Fig. 1

A: Small serous borderline tumor and associated serous cystadenoma (case E). The
tumor measures 0.8 cm in greatest dimension and is composed of hierarchical
branching papillae lined by cells with mild to moderate atypia (left inset). The adjacent
cystadenoma epithelium is composed of a single layer of epithelium without cytologic
atypia (right inset). B: Epithelial cells lining the cystadenoma (between arrows) were
isolated using laser capture microdissection with minimal contamination from the
underlying stromal cells.

Fig. 2

Chromatograms of nucleotide sequences of BRAF and KRAS in two representative
cases. Left panel (case A) shows a point mutation in the KRAS gene in both serous
borderline tumor (SBT) and the adjacent cystadenoma (cyst) of the same specimen.
Right panel (case F) shows a point mutation in the BRAF gene in both the serous
borderline tumor and the corresponding cystadenoma.

Fig. 3

Schematic representation of tumor progression in low-grade serous carcinoma.
Mutations of BRAF and KRAS occur in a small proportion of cystadenomas which may
contribute to the development of a serous borderline tumor (SBT). Some serous
borderline tumors progress further to intraepithelial and then to invasive low-grade
serous carcinoma.
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Molecular genetic analysis of ovarian serous

cystadenomas
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Ovarian serous cystadenomas are common ovarian lesions that may be precursors of serous borderline
tumors, which can in turn progress to low-grade serous carcinomas. It has been shown that low-grade serous
carcinoma and serous borderline tumors are characterized by frequent mutations in BRAF or KRAS genes, but
the mutational status of these genes in serous cystadenomas and the clonal nature of serous cystadenomas
have not been fully investigated. We isolated cyst-lining epithelium from 30 consecutive serous cystadenomas,
and analyzed their BRAF and KRAS mutational status. Wild-type sequences of BRAF and KRAS were detected
in all specimens. Using the human androgen receptor gene as a polymorphic marker, we also examined the
clonal status of epithelial cells in all of the serous cystadenomas. Four of 29 (14%) informative specimens were
monoclonal based on the methylation pattern. These monoclonal cystadenomas were significantly (P<0.01)
larger in size (> 8 cm) than the nonclonal cystadenomas. These data indicate that serous cystadenomas do not
contain mutations in either BRAF or KRAS genes and that most serous cystadenomas are polyclonal.
Accordingly, it appears that serous cystadenomas develop as a hyperplastic expansion from epithelial
inclusions with a clonal/neoplastic transformation occurring in a subset of them.
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Ovarian carcinoma is believed to arise either from
the surface epithelium covering the ovary, benign
epithelial inclusions or cystic tumors termed ‘cyst-
adenomas’. The World Health Organization classifi-
cation divides ovarian surface epithelial tumors into
three groups: benign cystadenomas, invasive carci-
nomas and an intermediate group designated ‘bor-
derline’ tumors."? Ovarian cystadenomas are further
subclassified according to the cell type into serous
cystadenomas, mucinous cystadenomas and endo-
metriomas.*” Cystadenomas occur in 5-15% of
postmenopausal women in the general popula-
tion.®? Serous cystadenomas are the most common
followed by mucinous cystadenomas and endome-
triomas.'® Previous studies have demonstrated that
mucinous cystadenomas''?* and endometriomas*?
are clonal and therefore are benign neoplasms, but
similar studies of serous cystadenomas have not
been performed to our knowledge.
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Based on our previous morphological and mole-
cular studies, we have proposed that serous border-
line tumors (atypical proliferative tumors and
noninvasive micropapillary serous carcinomas) can
progress to low-grade serous carcinomas (invasive
micropapillary serous carcinomas).'*'® These low-
grade serous carcinomas and borderline tumors
exhibit frequent BRAF or KRAS mutations but rare
p53 mutations.®'*'® In contrast, high-grade serous
carcinomas have wild-type KRAS and BRAF but
frequent p53 mutations even when they are small
and confined to the ovary.'”'® It has therefore been
proposed that high-grade serous carcinomas in
contrast to low-grade (invasive micropapillary)
serous carcinomas develop directly from epithelial
inclusions or ovarian surface epithelium, so-called,
‘de novo’ development.***? In order to elucidate the
mechanisms of serous carcinogenesis, specifically
the molecular genetic alterations in early tumori-
genesis, we undertook a study of serous cystadeno-
mas aimed at assessing whether mutations of BRAF
and KRAS, which are common in serous borderline
tumors and low-grade serous carcinomas are present
in serous cystadenomas.®'®?' In addition, we
determined the clonality of serous cystadenomas
by analyzing the patterns of X-chromosome




inactivation of the X-linked androgen receptor
(HUMARA) gene. For molecular genetic analyses,
we have applied a new method to isolate pure and
abundant cyst-lining epithelial cells from fresh
serous cystadenomas. Finally, we compared the
proliferative and apoptotic activity of the epithelium
of the cystadenomas to that of ovarian surface
epithelium and serous borderline tumors.

Materials and methods
Epithelial Cell Isolation from Serous Cystadenomas

A total of 30 consecutive ovarian serous cystadeno-
mas were collected from women undergoing
oophorectomy at the Johns Hopkins Hospital,
Baltimore, Maryland. One serous borderline tumor
was also included as a control. The study protocol
was approved by the local institutional review
board. Frozen sections of the cystadenomas were
performed to confirm the diagnosis before harvest-
ing the epithelial cells from at least half of the
sample. For multilocular cystadenomas, the largest
one was used in the assays. In order to obtain
abundant and pure cyst-lining epithelial cells for
multiple molecular genetic analyses, we employed a
method to enrich the epithelial cells by combining
chemical or mechanical separation and immuno-
sorting. After washing in phosphate buffer saline
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(PBS) 3 times, the cyst-lining was incubated in
0.05% trypsin and 0.53mM EDTA (Invitrogen,
Grand Island, NY, USA) at 37°C for 10 min, then
mechanically separated from the cyst wall by
agitating the cyst fragments and/or gentle scraping
using a rubber cell scraper (Sarstedt, Newton, NC,
USA). The epithelial cell fragments were collected
and washed in PBS (Figure 1). The epithelial cells
were enriched by Epi-CAM-conjugated Dynal Beads
(Dynal, Hamburg, Germany) that specifically bound
epithelial cells. The procedures were detailed in the
vendor’s instructions. The purity of isolated epithe-
lial cells was assessed by immunostaining for the
expression of cytokeratin 8 (an epithelial marker),
using the antibody CAM5.2 (Becton Dickinson, San
Jose, CA)?** on the isolated cells after short-term
culture in 24-well plates. The isotype-matched MN-
4 antibody that reacted with Mel-CAM (CD146) was
also used as a negative control.?® The immunofluor-
escence staining and nuclear counterstaining were
detailed in the previous report.**

Mutational Analysis

Nucleotide sequencing was used to analyze the
mutational status of BRAF and KRAS. The primers
that were used to amplify exon 15 of BRAF and exon
1 of KRAS containing codons 12 and 13 and the
PCR protocols have been previously described.'*#>:2¢

Figure 1 Isolation of cyst-lining epithelium. (a) The lining epithelium was gently scraped from the cyst wall to the right of the arrow; the
epithelium to the left of the arrow was undisturbed (hematoxylin and eosin stain). (b): Immunostains for collagen IV demonstrate the
basement membrane. The epithelium is present to the left of the arrow and absent to the right of the arrow that has been harvested. (c)
Immunostaining for CK8 antibody shows green fluorescence in the cytoplasm of isolated epithelial cells in all the cells. Nuclei are
counterstained red. (d) Immunostaining for CD146 antibody as a negative control. There is no green fluorescence present.
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PCR products were purified using a MiniElute™ PCR
purification kit (Qiagen, Valencia, CA, USA).
Nucleotide sequencing was performed using fluor-
escent labeled Applied Biosystems Big Dye termi-
nators and an Applied Biosystems 377 automated
sequencer (Applied Biosystems, Foster City, CA,
USA). Analysis of the 1796T/A status in BRAF was
also performed using a PCR-based restriction frag-
ment length polymorphism (RFLP) technique as
previously described.?”?® For this method, the BRAF
PCR product of exon 15 containing the relevant
nucleotide at position 1796 was digested with TspR1
(New England BioLabs, Beverly, MA, USA) at 65°C
for 3h. The samples were electrophoresed on a 10%
polyacrylamide gel.

Clonality Assay

The clonal status of the cystadenomas was evaluated
by analyzing the patterns of X-chromosome inactiva-
tion in exon 1 of the X-linked androgen receptor gene
(HUMARA), which contains a highly polymorphic
trinucleotide repeat.***° The QiaQuick PCR purifica-
tion kit (Qiagen, Valencia, CA, USA) was used to
isolate genomic DNA from the purified cyst epithe-
lial cells from all the 30 specimens. In addition, a
serous borderline tumor served as a positive control.
Predigestion of DNA (2 ug) with 20 U of methylation-
sensitive restriction endonuclease Hhal or Hpall
(New England BioLabs, Beverly, MA, USA) resulted
in selective PCR amplification from the methylated
(uncleaved) allele. For PCR, 3 ul of the enzyme digest
was mixed with primers and all essential PCR
reagents as previously reported.*® The PCR product
was separated in 6% polyacrylamide gels and
visualized by ethidium bromide.

Assessment of Proliferation and Apoptotic Activity

The proliferative and apoptotic activity of the cyst-
lining epithelial cells was assessed by immuno-
histochemistry using the MIB1 antibody to detect
Ki-67°"%* and the M30 antibody®® to detect the
cytokeratin epitope after apoptosis, respectively.
The immunohistochemistry methodology has been
previously described.*® Paraffin sections from 10
normal ovaries, 50 serous cystadenomas and 15
serous borderline tumors were stained with the
MIB1 and the M30 antibody. At least 4000 epithelial
cells were randomly selected from different regions
and analyzed using the Spotlight morphometric
program under a Nikon inverted light microscope
(Image System, Columbia, MD, USA). The Ki-67 and
M30 labeling index was expressed as the percentage
of Ki-67 or M30 labeled epithelial cells from among
the total number of epithelial cells counted. Two-
sided Student’s f-test was used to compare the
difference in the Ki-67 and M30 labeling index
between the serous cystadenomas, normal surface
ovarian epithelium and serous borderline tumors.
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Results

The 30 serous cystadenomas ranged from 1.2 to
10cm in greatest dimension with a median of 5cm
(Table 1). Of the 30 cystadenomas, 26 were uni-
locular and the remaining four cystadenomas were
multilocular (specimen no. 15, 17, 21 and 29). The
epithelial cells lining the cystadenomas ranged from
flattened to columnar (Figure 1). The latter cells
frequently contained cilia (serous differentiation) at
least in focal areas. The nuclei were bland and none
displayed cytologic atypia (so-called dysplasia).
Immunostaining revealed that more than 98% of
the cells isolated from cystadenomas were positive
for cytokeratin 8, confirming the purity of the
epithelial cells isolated by our technique (Figure 1).
Mutational analysis with direct nucleotide sequen-
cing demonstrated that none of the samples har-
bored mutations in either BRAF (exon 15) or KRAS
(exon 1) gene. As a control, the epithelial cells
isolated from a serous borderline tumor revealed a
missense mutation at the codon 12 of KRAS (GGT to
GAT). The presence of wild-type BRAF gene in all of
the serous cystadenomas was confirmed using a
restriction fragment length polymorphism assay that
detects rare mutations at codon 599 of BRAF.*"%®

The lack of mutations in BRAF and KRAS raises
the possibility that serous cystadenomas may not be
clonal. Therefore, we determined the clonality of all
serous cystadenomas by analyzing patterns of X-
chromosome inactivation of the X-linked androgen
receptor (HUMARA). All the samples except one
were heterozygous and therefore informative for
clonal analysis (Table 1). The positive control
specimen, a serous borderline tumor, demonstrated
a monoclonal composition, as one of the alleles was
absent after enzyme digestion. Based on HUMARA
assay, we found that only four of the 29 (14%) of the
serous cystadenomas showed a clonal pattern
(Figure 2 and Table 1). The clonal serous cystade-
nomas tended to be larger in size (>8cm) than the
polyclonal serous cystadenomas (P<0.01; two-
tailed t-test).

The Ki-67 labeled epithelial cells were scattered
randomly, not clustered, as single positive cells in the
serous cystadenoma with a frequency of 0.84 +0.33%.
This proliferative index was significantly higher than
the 0.104+0.028% in normal ovarian surface epithe-
lium (P<0.001) and significantly lower than the
8.15+2.80% in serous borderline tumors (P<0.001)
(Figure 3). The apoptotic index as determined by the
M30 immunoreactivity was extremely low (<0.01%)
in serous cystadenomas, as well as in ovarian surface
epithelium and serous borderline tumors. There was
no statistically significant difference in Ki-67 or M30
labeling index (P>0.1) between clonal and polyclo-
nal cystadenomas nor did the size of the cystadeno-
mas correlate with the Ki-67 or M30 labeling index
(data not shown).

The time for a serous cystadenomas to double in
diameter was calculated by assuming that the
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Table 1 BRAF and KRAS mutation and clonality assays in serous cystadenomas

Sample BRAF mutational status

Size (cm)

Wild type
Wwild type
Wild type
Wild type
Wild type
Wild type
wild type
Wild type
Wild type
Wild type
Wild type
Wwild type
Wwild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wild type
Wwild type
9 Wwild type
9.2 Wild type
9.8 Wwild type
29 10 Wild type
30 10 Wild type
SBT 12.6 Mutated®
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KRAS mutational status Clonality assay

Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wwild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wwild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wwild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Polyclonal
Wild type NA
Wwild type Clonal
Wild type Polyclonal
Wild type Clonal
Wild type Clonal
Wild type Polyclonal
Wild type Polyclonal
Wild type Clonal
Wild type Clonal

SBT: serous borderline tumor; NA: homozygous to the polymorphic markers of the HUMARA allele.

“The greatest dimension of the cystadenoma.
bMutation occurs at the codon 12 of KRAS (GGT to GAT).

Sample 25
E2

Sample 26
E2

R

Figure 2 Clonality assay with the polymorphic markers of the HUMARA gene. Representative cystadenoma samples (25 and 26) are
shown. Sample 25 retains all the bands in Hpall (E1) and Hhal (E2) predigested samples as compared to the control with buffer only (B).
In contrast, sample 26 shows an absence of the shorter band (arrow) in enzyme-digested samples, indicating a homogenous methylation

pattern, that is, monoclonality, in this sample.

cystadenomas are spheres with a diameter of Acm
and that the epithelium evenly lined the inner
surface of the cyst. The total number of epithelial
cells in a cyst (N,) was equal to the total inner

surface area of a cyst (A%rn)/the (en face) area of an
individual epithelial cell which was 12 x 12 um
based on morphometric measurements. For a cyst
with a diameter of Acm to enlarge to a diameter
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Figure 3 Proliferative activity in ovarian surface epithelium
(OSE), serous cystadenomas and serous borderline tumors (SBT)
as determined by the Ki-67 labeling index. Serous cystadenomas
have a significantly higher Ki-67 labeling index than ovarian
surface epithelium (P<0.001) but a lower index than serous
borderline tumors (P<0.001).

of 2Acm, a four fold increase in cell number
is required since N,./N,=4A?r/144 um?/A*n/
144 ym® =4. Given the net proliferation index (Ki-
67 index—M30 index) of 0.84% and a presumable
cell doubling time of t hours in cyst-lining epithelial
cells, it was estimated that it would take 200/0.84 x t
hours for a cyst with an original cell number of N, to
increase to 4 N, (N,4). The cell doubling time,
t, depends on the cell type and the microenvironment,
and generally is between 48 and 96h. Therefore,
given t=72h, the estimated time for a serous cyst to
double in size was 200/0.84 x 72h=17.143h =714
days or 23.8 months.

Discussion

Clonality and mutations are the molecular signa-
tures of the vast majority of neoplasms.®® Accord-
ingly, our data demonstrating an absence of BRAF
and KRAS mutations in all of the serous cystadeno-
mas in this analysis and an absence of clonality in
the vast majority of them provide cogent evidence
that most so-called ‘serous cystadenomas’ are not
neoplasms. This conclusion is supported by other
studies showing a diploid chromosomal content®®
and lack of p53 mutations in serous cystadenomas.®
The Ki-67 immunohistochemical findings in the
present study indicating that the epithelial cells of
these cystadenomas do proliferate, albeit at a very
low rate, suggest that the development of a non-
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clonal serous cyst is a hyperplastic process. The
mechanism underlying increased proliferative acti-
vity in the cyst-lining epithelium as compared to the
ovarian surface epithelium is unknown, but it may
be related to the sustained hydrostatic pressure that
has been shown to induce cellular proliferation.*”~*°
The mildly increased proliferation index could
explain why serous cystadenomas can reach a size
as large as 10 cm. Based on our estimates, the time
for a cyst to double in size (diameter) is approxi-
mately 2 years. Therefore, it may take 16 years for a
small inclusion cyst of 300 um in diameter to enlarge
to a 10 cm cyst. It should be noted that the doubling
time of a cyst is based on estimation and in fact it
depends on several factors, especially the cell cycle
transit time of proliferating cyst-lining epithelium,
which is difficult to measure in vivo. It is apparent
that not all serous inclusion cysts will progress to
large cysts and further studies are required to
investigate the growth kinetics of cysts and mole-
cular mechanisms underlying their development.
The present study demonstrates that ovarian serous
cystadenomas do not contain mutations in either
BRAF or KRAS genes and that most are polyclonal.
In previous studies, we reported that low-grade
serous carcinomas develop in a stepwise fashion
from serous borderline tumors.'*'® Although the
molecular events that lead to the development of
serous borderline tumors are not known, our find-
ings suggest that activating mutations in BRAF or
KRAS may play an important role as both mutations
are found in over 60% of serous borderline tumors
and in low-grade serous carcinomas.?” This view is
supported by the observation that activating muta-
tions in these genes are oncogenic in experimental
cell culture systems.?****' Accordingly, the clonal
nature of only a small proportion of serous cystade-
nomas and the absence of KRAS or BRAF mutations
in them suggests that mutations in these genes may
be a key early event in the transformation of clonal
serous cystadenomas to serous borderline tumors.
Although the findings in this report indicate that
86% of ovarian serous cystadenomas are polyclonal
and non-neoplastic, this may be an overestimate as
monoclonality may have been undetected in some
cases for several reasons. First, for the genetic
analysis, we pooled the bulk of the cyst-lining
epithelium from each specimen to avoid the bias
introduced by the X-inactivation patch size in the
assessment of clonality.** It is possible that clonal
proliferation occurs only focally in some cystade-
nomas and that the molecular changes in these foci
occur in the absence of morphologic alterations that
are not detected microscopically. Second, our
results do not exclude the possibility that multiple
independent clonal events occur in a cyst, which
would then result in the erroneous impression of
polyclonality. Third, since the monoclonal cystade-
nomas tended to be large and the number of large
cystadenomas (>8cm) that were analyzed in this
study was relatively small, it is possible that the




proportion of monoclonal serous cystadenomas
would have been higher if a greater number of large
cystadenomas were analyzed. Finally, very small
inclusion cysts (<1cm) were not analyzed in this
study because they are too small and by definition
do not qualify as cystadenomas.*?

In conclusion, the data in this report demonstrate
that mutations in BRAF and KRAS that characterize
serous borderline tumors and low-grade serous
carcinomas are absent in serous cystadenomas. In
fact, only 14% of serous cystadenomas are clonal,
suggesting that serous cystadenomas develop as a
hyperplastic expansion of ovarian surface epithelial
inclusions. We speculate that a small proportion of
these cystadenomas become clonal and that muta-
tions of KRAS or BRAF in some of these clonal
cystadenomas lead to the development of serous
borderline tumors, which are the precursors of
low-grade serous carcinoma. These findings have
important implications for understanding the patho-
genesis of ovarian serous carcinoma, and for the
screening and treatment of ovarian cancer.
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ABSTRACT

Purpose: Molecular approaches as supplements to cy-
tological examination of malignant ascites may play an im-
portant role in the clinical management of cancer patients.
HLA-G is a potential tumor-associated marker and that one
of its isoforms, HLA-GS, produces a secretory protein. This
study is to assess the clinical utility of secreted HLA-G levels
in differential diagnosis of malignant ascites.

Experimental Design: We used ELISA to assess whether
secretory HLA-G (sHLA-G) could serve as a marker of
malignant ascites in ovarian and breast carcinomas, which
represent the most common malignant tumors causing asci-
tes in women.

Results: On the basis of immunohistochemistry, 45
(61%) of 74 ovarian serous carcinomas and 22 (25%) inva-
sive ductal carcinomas of the breast demonstrated HLA-G
immunoreactivity ranging from 2 to 100% of the tumor
cells, HLA-G staining was not detected in a wide variety of
normal tissues, including ovarian surface epithelium and
normal breast tissue. Revese transcription-PCR demon-
strated the presence of HLA-GS isoform in all of the tumor
samples expressing HLA-G. ELISA was performed to meas-
ure the SHLA-G in 42 malignant and 18 benign ascites
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supernatants. SHLA-G levels were significantly higher in
malignant ascites than in benign controls (P < 0.001). We
found that the area under the receiver-operating character-
istic curve for sHLA-G was 0.95 for malignant versus benign
ascites specimens. At 100% specificity, the highest sensitivity
to detect malignant ascites was 78% (95% confidence inter-
val, 68—-88%) at a cutoff of 13 ng/ml.

Conclusions: Our findings suggest that measurement of
SHLA-G is a useful molecular adjunct to cytology in the
differential diagnosis of malignant versus benign ascites.

INTRODUCTION

Ascites is commonly associated with a variety of infectious
diseases, inflammatory disorders, and cardiac, liver, and renal
diseases as well as benign and malignant neoplasms (1-3).
Cytological examination of ascites is performed in an effort to
diagnose malignant tumors, but the sensitivity of cytology has
been estimated to be 60% at best (4). The low sensitivity may be
because of small numbers of tumor cells in the ascites or the
presence of a large amount of leukocytes, mesothelial cells, and
blood that can obscure the malignant cells. For example, inflam-
mation that is often associated with a malignant ascites can
result in reactive changes in mesothelial cells that make their
morphological distinction from carcinoma cells extremely dif-
ficult (4). Thus, a molecular test that is able to distinguish
malignant from benign ascites could have great diagnostic
utility.

HLA-G is a nonclassical MHC class I antigen that interacts
with natural killer cells (5). HLA-G expression has not been
detected in normal tissues except in trophoblast in placentas
from early gestation (6—8). In contrast, HLA-G expression has
been detected in several human cancers including melanoma,
renal cell carcinoma, breast carcinoma, and large cell carcinoma
of the lung (9—14). HLA-G expression in cancer cells has been
shown to be important for the escape of immunosurveillance by
host T-lymphocytes and natural killer cells (6, 9-11, 15, 16).
Recently, an HLA-G-specific ELISA was developed to measure
sHLA-G, a product of an HLA-GS isoform (17-19). Because
HLA-G is not detected in normal adult tissues but is expressed
by some carcinomas, we hypothesized that the detection of
sHLA-G? using the newly developed ELISA might be useful in
the detection of cancer in ascites. In this study, we tested this
hypothesis by assessing the expression pattern of HLA-G in
women with ovarian serous carcinomas and invasive ductal
carcinomas of the breast because these are the most common
malignant tumors in women that produce ascites. We measured
sHLA-G in peritoneal fluid supernatant to evaluate its potential
as a marker for malignant ascites.

% The abbreviations used are: sHLA-G, secretory or soluble HLA-G; CI,
confidence interval; RT-PCR, reverse transcription-PCR; ROC, receiver
operating characteristic (curve).
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MATERIALS AND METHODS

Tissue Samples and Ascites Specimens. The acquisi-
tion of paraffin tissues and ascites specimens was approved by
the local Institutional Review Boards. A total of 180 formalin-
fixed, paraffin-embedded tissue samples including 74 ovarian
serous carcinomas, 88 breast invasive ductal carcinomas, 8
normal ovaries, and 10 benign breast tissues were retrieved from
the surgical pathology files. Peritoneal fluid specimens (3—5 ml)
were obtained from the Cytopathology Division of the Univer-
sity of Bonn, Bonn, Germany, and from the Johns Hopkins
Medical Institutions; they included 41 cytology-confirmed ma-
lignant ascites samples (24 ovarian serous carcinomas and 17
breast carcinomas) and 19 cytology-negative benign specimens
in which the patients did not have concurrent malignant dis-
cases. There was a cytology-false-negative specimen that was
initially diagnosed by cytopathologists as benign, but the pa-
tients had stage III ovarian cancer, and the ascites sample
contained ovarian serous carcinoma cells in culture (20). Thus,
this sample was later classified into the ovarian cancer group in
this study. The ascites samples were centrifuged at 2000 X g for
5 min within 6 h after collection. The supernatant and cell
pellets were aliquoted and frozen until use. All of the specimens
were obtained from female adult patients.

Immunohistochemistry and Western Blot Analysis.
Expression of HLA-G was studied in surgical specimens using
immunohistochemistry and Western blot analysis. Paraffin sec-
tions were used for immunohistochemistry with an HLA-G-
specific monoclonal antibody, 4H84 (1:600), which reacted to
the denatured HLA-G heavy chain (6), followed by the avidin-
biotin peroxidase method (8, 15). The frequency of positive
cells was estimated by randomly counting more than 500 tumor
cells from three difterent high-power fields (X40). Western blot
analysis was performed using the 4H84 antibody (1:1000) on
five ovarian serous carcinomas that showed positive HLA-G
immunostaining, two specimens of epithelium isolated from
ovarian serous cystadenomas, one primary culture from normal
ovarian surface, one sample of normal ovarian tissue, and one
sample of isolated peripheral leukocytes. Similar amounts of
total protein from each lysate were loaded and separated on 12%
Tris-Glycine-SDS polyacrylamide gels (Novex, San Diego, CA)
and electroblotted to Millipore Immobilon-P polyvinylidene di-
fluoride membranes. Western blots were developed by chemi-
luminescence (Pierce, Rockford, IL).

RT-PCR. RT-PCR was performed to validate the
HLA-G expression and to determine the isoforms expressed in
a panel of 11 ovarian and 5 breast carcinomas using the protocol
described previously (21). The assay was not performed in sam-
ples that stained negative for the HLA-G antibody.
The primer sequences for all of the HLA-G isoforms were:
5'-ggaagaggagacacggaaca-3’' and 5'-gcagetccagtgactacage-3'.
The primer sequences for HLA-GS-specific primers were:
5'-accgaccctgttaaaggtett-3' and 5'-caatgtggctgaacaaaggagag-3'.
Total RNA was purified and ¢cDNA was synthesized using
standard protocols. Briefly, frozen tissues were minced and
placed in the TRIzol reagent (Invitrogen, Carlsbad, CA). Total
RNA was isolated, and contaminating genomic DNA was re-
moved using the DNA-free kit (Ambion, Austin, TX). cDNA
was prepared using oligo(dT) primers and was diluted for PCR.

H&E-stained sections were prepared from a portion of the
frozen tumors and were reviewed by a surgical pathologist
(I-M. S.) to confirm the diagnosis. The PCR products were
separated by 2% agarose gels.

ELISA. sHLA-G was measured using ELISA, which has
been described previously by us (18, 19). Briefly, soluble
HLA-A, B, C, E molecules (sSHLA-I) were selectively depleted
from samples using immunomagnetic beads (Dynabeads M280;
Dynal, Hamburg, Germany) coupled with the monoclonal anti-
body TP25.99. The remaining sHLA-G molecules were meas-
ured in an ELISA format using monoclonal antibody W6/32 [0.2
pg/ml in PBS (pH 7.2)] as the capture reagent. After the
blocking of free binding sites with BSA in PBS (2%), diluted
samples (1:2) were added and incubated for 1 h at room tem-
perature. Unbound antigens were removed by intensive washing
with PBS-Tween (0.05%). Bound sHLA-G heavy chains were
detected by the sequential addition of pox-labeled antihuman
B2-microglobulin antiserum (Dakopatts, Hamburg, Germany),
and substrate [0.075% H,0,, 0.1% ortho-phenylenediamine in
0.035 m citrate buffer (pH 5.0)]. The absorbance was measured
at 490 nm (BIO-TEK Instruments, Winooski, VT). The intra-
and interassay variations were 3.5 and 13.1%, respectively. The
sensitivity of the assay in detecting sHLA-G was 3 ng/ml.
ELISA was performed in a blinded fashion.

Statistical Analysis. The feasibility of using sHLA-G
levels as a diagnostic tool for detecting malignant versus benign
ascites was assessed using the ROC curve analysis. A ROC

curve is a graphic presentation of the sensitivity against the
false-positive rate (1-specificity), and the areas under the ROC
curves were measured to evaluate test performance at different
thresholds of a diagnostic measure. The x” test (one-sided) of
the medians was used to analyze the difference in sHLA-G
levels in malignant versus benign ascites samples. The Cls were
estimated for the sensitivity of the HLA-G ELISA.

RESULTS

Expression of HLA-G in Ovarian and Breast Cancer
Tissues. Immunohistochemical analysis of ovarian and breast
carcinomas revealed HLA-G immunoreactivity in 45 (61%) of
74 high-grade ovarian serous carcinomas and in 22 (25%) of 88
invasive ductal carcinomas of the breast (Fig. 1). The positive
tumor cells showed a discrete membranous staining pattern, and
the proportion of positive cells varied from 2 to 100% in any
given specimen. HLA-G staining was not detected in low-grade
ovarian serous carcinomas and normal tissues including ovarian
surface epithelium, mammary ducts, and lobules. We also as-
sessed HLA-G immunoreactivity in benign ovarian and breast
lesions. HLA-G expression was not detected in 8 ovarian serous
cystadenomas, 12 ovarian borderline tumors (atypical prolifer-
ative serous tumors and noninvasive micropapillary serous car-
cinomas), nor 10 intraductal hyperplasias of the breast. Only
rare HLA-G-positive tumor cells were identified in 2 of 10
intraductal carcinomas of the breast. The specificity of HLA-G
immunostaining was confirmed by Western blot analysis and
RT-PCR as shown in Fig. 2. A 39 kDa band corresponding to
the HLA-G protein was identified in five ovarian serous carci-
nomas but not in two ovarian cystadenomas, ovarian surface
epithelium, and stroma. RT-PCR was performed in ovarian
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Fig. 2 Western blot analysis. 4, a 39 kDa band corresponding to
HLA-G protein is demonstrated in all five of the ovarian serous carci-
nomas (SC) and the positive control, JEG3 choriocarcinoma cell line,
but not in peripheral leukocytes (LC), normal ovarian stromal tissue
(NO), ovarian surface epithelium (OSE), and cyst epithelium (Cyst)
from two ovarian serous cystadenomas. B, RT-PCR. HLA-GS PCR
products were present in three ovarian cancer tissues that express
HLA-G using immunohistochemistry but not in two ovarian serous cysts
that fail to show HLA-G immunostaining. M, 1-Kb DNA marker.

serous carcinomas and invasive ductal carcinomas of the breast
using primers that amplified all HLA-G isoforms. The PCR
products were isolated by electrophoresis to reveal a predomi-
nance of the HLA-G1 and GS isoforms. HLA-G5 RNA tran-
script, a secretory isoform, was specifically amplified using the
HLA-GS5-specific primers in all five of the representative ovar-
ian serous carcinomas and in the two invasive ductal carcinomas
of breast that expressed HLA-G (Fig. 2). This finding prompted
us to assess whether sHLA-G could be detected in peritoneal
fluid samples in ovarian and breast cancer patients.
Measurement of sHLA-G in Ascites Specimens.
sHLA-G levels were measured in the supernatant of ascites from
60 samples using ELISA. All but one malignant ascites super-
natant contained detectable sHLA-G, including one specimen
that had been missed on cytology (20). In contrast, 7 of 18
benign specimens contained detectable but low levels of
sHLA-G. As shown in Fig. 3, the levels of sHLA-G were
significantly higher in malignant as compared with benign as-
cites (P < 0.001). Among 11 benign ascites specimens with
undetectable sHLA-G, 2 were obtained from patients with ovar-
ian serous cystadenomas that could be confused with ovarian
cancer on clinical examination. The remaining seven benign
samples with detectable sSHLA-G were from patients with non-
neoplastic diseases including liver, cardiac, and renal diseases.

Fig. 1 HLA-G expression based on immuno-
histochemistry in ovarian scrous carcinomas and
breast ductal carcinomas. HLA-G immunoreac-
tivity is predominantly localized in the cell
membrane of tumor cells (inser) in ovarian se-
rous carcinoma and breast ductal carcinoma.
There is no detectable HLA-G immunoreactivity
in ovarian surface epithelium of normal ovary
and normal breast tissue. The stromal cells and
inflammatory cells are negative.

Breast carcinoma

sHLA-G (ng/ml)

¥¥

Benign ascites

OVCA ascites  BRCA ascites

Fig. 3 Scatter plot showing sHLA-G concentrations in a total of 60
ascites samples as determined by ELISA. All of the 25 ovarian cancer
(OVCA) patients ((J) and 16 of 17 breast cancer (BRCA) patients (@)
have detectable HLA-G levels. Long arrow, the patient with malignant
ascites but with a negative cytology. In contrast, 7 of 18 benign ascitic
fluid samples in the age-matched control group (A) has a detectable but
low HLA-G level. Short arrows, the two patients with ovarian cystade-
nomas. As compared with benign group, the levels of sHLA-G are
significantly higher in ovarian (P < 0.001) and breast cancer groups
(P < 0.001). solid line, an arbitrary cutoff (13 ng/ml) to give 100%
specificity in diagnosing malignant ascites.

ROC curves were used to evaluate the performance of
sHLA-G in detecting ovarian and breast cancer in ascites using
multiple cutoff values. The area under the ROC curve was 0.95
in assessing SHLA-G levels as the diagnostic tool to detect
ovarian and breast cancer. More specifically, the areas under the
ROC curve were 0.99 and 0.90 for ovarian cancer versus benign
samples and breast cancer versus benign samples, respectively

(Fig. 4). Given 100% specificity, the highest sensitivity
achieved to detect cancer was 78% (95% CI, 68—-88%) at a
cutoff of 13 ng/ml. The sensitivity to diagnose ovarian cancer
and breast cancer was 84% (95% CI, 70-98%) and 65% (95%
CI, 42—-87%), respectively, at this arbitrary cutoff. With a spec-
ificity of 94.4%, the sensitivity was 100% (95% CI, 100%) and
71% (95% CI, 49-93%) for ovarian cancer and breast cancer,
respectively.

Correlation of HLA-G expression in tissue or ascites cell
pellets and the sHLA-G level in ascites supernatants was per-
formed in 31 patients as the corresponding surgical specimens
or cell pellets were available for analysis. In 21 malignant
ascites samples with detectable sHLA-G, HLA-G expression
was demonstrated in 12 tissue specimens and ascites cell pellets
by immunohistochemistry or Western blot analysis (data not
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Fig. 4 ROC curve analysis based on 60 samples to assess the perform-
ance of sSHLA-G levels in diagnosing malignant ascites. The area under
the ROC curve assessing sHLA-G levels as the diagnostic tool to detect
ovarian and breast cancer is 0.95. Specifically, the areas under the ROC
curve are 0.99 and 0.90 for ovarian cancer versus benign samples and
breast cancer versus benign samples, respectively. O: ovarian cancer; B,
breast cancer; OB, ovarian and breast cancer.

shown). In 10 benign ascites samples (5 with detectable sHLA-
G), there was no HLA-G expression detectable in ascites cell
pellets using Western blot analysis.

DISCUSSION

The results of this study provide evidence that HLA-G is
expressed in ovarian and breast carcinomas and that measure-
ment of SHLA-G using ELISA is a highly sensitive technique to
diagnose malignant ascites. Ninety-eight % of specimens with
malignant cells, identified by cytology, had detectable sHLA-G
levels. In addition, sHLA-G was detected in one specimen that
was ultimately shown to be a false-negative case by cytological
examination. The areas under the ROC curve were 0.99 and 0.90
for ovarian cancer versus benign samples and breast cancer
versus benign samples, respectively. The better performance of
sHLA-G in detecting ovarian cancer as compared with breast
cancer is consistent with our immunohistochemical findings that
ovarian cancers express HLA-G more frequently than breast
cancers.

How does HLA-G compare with other soluble tumor-
associated markers in diagnosing malignant ascites? Several
protein markers have been studied including CA125 (22), tissue
polypeptide-specific antigen, soluble interleukin-2 receptor «
(23). soluble aminopeptidase N/CD13 (24), a-fetoprotein (25),
carcinoembryonic antigen, CA 19-9, CA 15-3 (25), and several
cytokines (26), but none are specific enough for cancer diagno-
sis because a variety of normal tissues, benign tumors, and
nonneoplastic diseases also express these markers (24, 27-28).
Using a cutoff value to achieve >90% specificity in detecting
malignant ascites, the sensitivity of these markers was generally
very low and, therefore, unacceptable for clinical application. In
contrast, HLA-G has very limited tissue distribution because
only a subpopulation of trophoblast (intermediate trophoblast) is
known to express this molecule (7, 8) suggesting that sHLA-G
would be more specific for cancer diagnosis. The findings in this
study confirm this impression because the HLA-G ELISA

achieved a sensitivity of 78% and a specificity of 100% for
diagnosing malignant ascites at a cutoff of 13 ng/ml.

The finding that almost all of the malignant ascites samples
contained detectable SHLA-G contrasted with the lower rate of
HLA-G expression in the tumors based on immunohistochem-
istry, because 61% of ovarian and only 25% of breast cancer
tissue specimens were positive. In addition, some malignant
ascites supernatants contained elevated SHLA-G levels, whereas
HLA-G immunoreactivity was not detected in the corresponding
tissue specimens and cell pellets from ascites by immunohisto-
chemistry. This discordant finding can be explained by the fact
that HLA-G is only focally expressed in most tumors and,
therefore, may be undetected in representative tissue specimens
selected for immunostaining or immunoblotting. It is likely that
carcinoma cells in ascitic fluid secrete sHLA-G, resulting in
high sHLA-G levels in ascites. If only a few tumor cells are
present in the peritoneal fluid they may not be detected by
cytology. Although these are our favorite explanations, other
possibilities, albeit unlikely, should be also pointed out. For
example, SHLA-G is expressed by other tissues in response to
malignant diseases. The low level of sHLA-G in benign ascites
may be attributable to nonspecific binding (background noise)
of the antibody used in the ELISA. Alternatively, there may be
unknown tissue resources that express sHLA-G and contribute
to the low level of sHLA-G in ascites samples.

In summary, HLA-G is a tumor-associated molecule that is
expressed by ovarian serous carcinoma and ductal carcinomas
of the breast, the most common malignant tumors that produce
ascites in women. Malignant ascites specimens contained much
higher levels of SHLA-G than the benign ascites specimens. The
detection of sHLA-G in ascitic fluid may provide a novel
molecular approach to supplement cytological examination in
the evaluation of ascites. It should be noted that the sensitivity
of sSHLA-G ELISA to diagnose malignant ascites may not be as
high as shown in this study because the threshold to distinguish
benign and malignant ascites could be higher than 13 ng/ml after
a larger number of benign samples are analyzed. In order for this
new marker to have clinical utility, several issues must be
addressed. Although the sensitivity of sHLA-G ELISA in diag-
nosing malignant ascites in this study was 78% with 100%
specificity, higher sensitivity would be desirable. Sensitivity
could be improved by combining the measurement of SHLA-G
with other tumor-associated markers (20, 29). It will be neces-
sary to compare the performance of the SHLA-G ELISA and
routine cytological examination by testing a large number of
cytology-negative but biopsy-positive samples. It will also be
important to address how age, menopausal status, histological
grade and other clinical parameters affect HLA-G levels in
ascites. Lastly, the potential use of sSHLA-G in other body fluids
such as plasma should be further investigated.
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PROJECT 2 — IDENTIFICATION OF AUTOLOGOUS ANTIGENS IN EARLY
STAGE SEROUS CARCINOMA

Richard Roden, Ph.D.




ABSTRACT:

Our goal is to develop an early detection screening test for serous carcinoma. Specific aim 1: Obtain
cDNAs of autologous tumor antigens recognized by sera of patients with early stage serous
carcinoma, but not controls. Specific aim 2: Identify autologous tumor antigens expressed in serous
carcinoma but absent from, or a low level in normal tissue. Progress: Two novel tumor associated
antigens, the General Cell isoform of UNC-45 (GC-UNC-45) and KIAA1529, were identified by
matrix-assisted laser desorption ionization time-of-flight analysis. Ectopic over-expression of GC-
UNC-45 enhanced the rate of cell proliferation in vitro. Although GC-UNC-45 is present in normal
surface epithelium, benign cystadenoma and low-grade serous carcinoma, elevated GC-UNC-45
expression was associated with high grade and advanced stage ovarian serous carcinomas. GC-
UNC-45 transcripts were higher in high grade disease than immortalized ovarian surface epithelium.
We tested muliplex detection of antibodies to candidate ovarian TAAs and statistical modeling for
discrimination of sera of ovarian cancer patients and controls. The best model generated an AUC of
0.86 (0.78-0.90) for discrimination of sera of EOC patients and healthy patients using antibody
specific to p53, NY-CO-8 and HOXB?Y. Inclusion of CA125 level in the model provided an AUC of
0.89 (0.84-0.92), as compared to an AUC of 0.83 (0.81-0.83) using CA125 alone. Serum antibody to
p53 and HOXB?7 is positively associated with EOC, whereas NY-CO-8-specific antibody shows
negative association. Bayesian modeling of key TAA-specific serum antibody responses is
complementary to CA125 testing for discrimination of sera from patients with EOC from those of

healthy women.
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Introduction

The immune system constantly surveys the body for ‘non-self antigens, and generates a response
in the appropriate context. A key finding of cancer biology is that cancer patients often generate
antibody to neoantigens specifically expressed in their tumor (7). Autologous antibodies have been
documented in patients afflicted with a variety of different cancers, (2-4) including ovarian cancer
(5). Autologous antibodies generated by cancer patients have been used to screen expression
libraries for tumor antigens. This technique, originally described by Sahin et al and termed SEREX
(serologic analysis of recombinant cDNA expression libraries of human tumors with autologous
serum), has been used to obtain tumor antigen cDNA clones. SEREX has been applied to tumors
of many organs (6) and antibody specific for antigens identified by SEREX in other cancer types
have been demonstrated in ovarian cancer patients (7, 8). Tumor-specific autoantigens that are
common among ovarian cancer patients but not recognized by sera of healthy volunteers have
been identified by us e.g. HOXA7 and HOXB7, and others e.g. cathepsin D and GRP78 (9).
Although expressed, Cathepsin D and GRP78 derived from normal tissue were not recognized by
sera from ovarian cancer patients implying that they contain tumor-specific epitopes (9). Detection
of these autologous antibody responses to ovarian cancer antigens appears to have prognostic
significance (70). SEREX antigenes derived from early stage serous carcinoma may represent
useful biomarkers for the dissection of molecular pathways of serous carcinoma (Dr Shih, Project
1). SEREX antigens are also potential targets for cancer immunotherapy (77) (Dr Wu, Project 3).

Body

Objective 1: Obtain cDNAs of autologous tumor antigens recognized by sera of patients with
early stage serous carcinoma, but not controls.

Task 1.1. Screen sera of patients (n=12) with early stage serous carcinoma by Western blot
analysis to identify those patients with high titer autologous tumor-reactive antibody (months 0-2).

Task 1.2. Generate serous carcinoma cDNA expression libraries and immuno-screen with
autologous patient (n=3) serum antibody to identify SEREX antigens (months 2-14).

Task 1.3. Sequence SEREX antigen cDNAs identified in screen and analyze sequences using
BLAST searches (months 14-15).

Task 1.4 Express SEREX antigens and purify from bacteria (months 15-21).

Task 1.5 Determine the prevalence of serum antibody specific to each SEREX antigen by direct
ELISA in a case/control study (months 21-27). (100 ovarian carcinoma patient sera, 102 sera from
patients with benign ovarian tumors and 200 control sera will be tested.)

Identification of GC-UNC-45 as an ovarian TAA (results detailed in Bazzaro et al., appended)
To identify ovarian TAAs, we derived a cell line JH514 from tumor excised from an 83 year old
woman with metastatic low grade serous carcinoma of the ovary. Western blot analysis with
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AE1/AE3 and anti-CK19 confirmed cytokeratin expression by the JH514 cell line (not shown).
Autologous serum antibodies were covalently coupled to a protein G-Sepharose minicolumn and
used to immunoprecipitate antigens from detergent lysate of the JH514 cell line. Bound antigens
were eluted with low pH and analyzed by SDS-PAGE. The serum antibody from this patient
immunoprecipitated two antigens of approximately 100kDa and 200kDa. Each band was excised
from the gel and subjected to trypsin digestion. The charge/mass ratio for the tryptic peptides of the
~100kDa and ~200kDa antigens was determined by matrix-assisted laser desorption ionization
time-of-flight analysis. The prospector website was used to search for proteins with matching
peptides. The ~200kDa antigen was identified as KIAA1529 (195kDa). Nothing is known about the
KIAA1529 antigen and no significant homologies or domains were identified. The ~100kDa was
identified as GC-UNC-45 (SMAP-1 Genbank AB014729) which has a predicted mass of 101kDa.
Matched peptides cover 12% of the GC-UNC-45 protein.

Application of Bayesian modeling of autologous antibody responses against ovarian tumor-
associated antigens to cancer detection (results detailed in Erkanli et al., appended)

To explore the utility of autologous serum antibody specific to particular TAAs as an additional tool
for discrimination of sera from cancer patients and healthy women, we generated recombinant
protein from 13 markers previously identified as candidate TAAs and selected 5 presumptive
control reagents. Sera from both healthy women and EOC patients were tested in parallel for
reactivity to all 18 panel elements. Initially we tested sera of 23 healthy patients from MDACC as
controls, and sera from 59 stage Ill/IV ovarian cancer patients obtained at ULSM and 27 from
MDACC as cases, respectively. This set of sera was analyzed for reactivity to microspheres of
discrete sizes coated with individual recombinant TAA or control protein. The presence of antibody
bound to the beads was detected with PE-labeled anti-human 1gG and the fluorescence quantified
using a Luminex plate reader. Since 5 presumptive control elements were included in the panel,
absolute MFI values without background subtraction were employed.

Our analytical strategy consisted of fitting the logistic regression model in Equation 1 for ULSM
cases and MDACC cases and controls. By using BF>=3 as a selection criterion, we picked the best
model and computed multiple sensitivity, specificity, ROC curve and AUC by varying a probability
cutoff between 0.01 to 1.00. The AUC was calculated as 0.86 (95% confidence interval 0.78-0.90)
for this best fitting model.

We also compared the best model for discrimination of cases and controls with detection of
absolute level of CA125 or p53-specific antibody or both. The AUC was calculated as 0.83 (95%
confidence interval 0.81-0.83) for the standard CA125 assay alone. Detection of p53 antibody alone
was not useful for discrimination of cases and controls in this serum set (AUC of 0.52 with 95%
confidence interval 0.20-0.58) and combination of absolute CA125 level and serum reactivity to p53
provided an AUC of 0.81 (95% confidence interval 0.79-0.83).

We tested whether addition of absolute serum level of CA125 as an element of the panel conferred
additional predictive value upon re-analysis of the serum set. The posterior distributions of the
regression parameters are displayed in Figure 3 and the ROC curve is given in Figure 4 of Erkanli
et al. Although there is improvement in terms of the accuracy of the fitted model (AUC with CA125
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goes slightly up from 0.86 (95% confidence interval 0.78-0.90) to 0.89 (95% confidence interval
0.84-0.92), the same markers NY-CO-8, HOXB7, and p53 are again selected as most informative
along with CA125.

Objective 2: Select autologous tumor antigens expressed in early stage serous carcinoma but
absent from, or a low level in normal tissue.

Task 2.1. Generate rat antiserum to SEREX antigens (months 27-29)
Task 2.2.  Affinity purify and validate specificity of antibodies (months 29-32).

Task 2.3. Examine the expression pattern of each SEREX antigen by immunohistochemical
staining in normal ovary and a spectrum of ovarian tumors (months 32-36). (n>30 each for serous,
endometriod, clear cell, mucinous and undifferentiated carcinoma of a range of stages, and n>30
for serous borderline tumors, serous cystadenoma and normal ovary, giving an approximate total
of 250 patient samples tested for each antigen).

GC-UNC-45 over-expression is associated with high grade, advanced stage ovarian serous
carcinoma (results detailed in Bazzaro et al., appended)

In order to evaluate GC-UNC-45 expression in ovarian tumors and normal tissue we generated
rabbit antisera against KLH coupled to a peptide comprising the final 18 residues of human GC-
UNC-45. Peptide binding antibody was affinity purified on a peptide column. The specificity of the
affinity purified peptide antibody was analysed by Western blot using 6His-Tagged human GC-
UNC-45 purified from E.coli and 293T cells transfected with pEGFP-C1-GC-UNC-450r pEGFP-C1.
The antibody specifically recognized recombinant GC-UNC-45 with either the 6His or GFP tags. We
optimized conditions for detection of GC-UNC-45 in paraffin-embedded human tissue using the
affinity purified peptide antibody. Immunohistochemical staining suggested a cytoplasmic
localization for GC-UNC-45, consistent with our in vitro studies using GFP-GC-UNC-45. A similar
immunohistochemical staining pattern was observed using the rabbit antiserum to full length GC-
UNC-45.

In order to assess whether GC-UNC-45 is differentially expressed in ovarian serous carcinoma, we
performed immunohistochemical staining of tissue microarrays using GC-UNC-45-specific
antibody for low grade (14 cases) and high grade (32 cases) serous carcinoma. Staining was
scored blind as absent=0, weak=1, intermediate=2, and intense=3. Using this scoring system we
observed that high grade serous carcinomas stained more intensely than low grade serous
carcinoma (p=0.027). Conversely, staining of normal ovarian surface epithelium (12 cases) and
benign serous cystadenoma (n=4) were not significantly different from each other (p=0.29, Figure
5) or from low grade serous carcinoma (p=0.48 and p=0.21 respectively). In contrast, staining of
normal ovarian surface epithelium (12 cases) and benign serous cystadenoma (n=4) was
significantly weaker than for high grade serous carcinoma (32 cases, p=0.0028 and p=0.0065
respectively). The GC-UNC-45 antibody staining of low stage (stages 1-2) serous carcinoma (18
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cases) was also significantly weaker than for high stage (stages 3-4) serous carcinoma (32 cases,
P=0.0021).

To assess whether the lower expression of GC-UNC-45 in normal surface epithelium is reflected
at the transcriptional level, we compared the expression of GC-UNC-45 transcripts relative to the
house keeping gene GAPDH using Q-PCR and expressed the ratio in relative units. We noted that
7/15 high grade serous carcinoma expresses GC-UNC-45 mRNA at a >2-fold higher level than an
immortalized ovarian surface epithelial cell line, IOSE-29 (a mean of 0.081+/-0.107 for high grade
disease versus 0.025 relative units for IOSE-29). In an attempt to control for culture effects upon
GC-UNC-45 mRNA level we compared expression in both the primary low grade serous carcinoma
from patient JH514 with and the cell line derived from the same tumor. We observed similar
expression levels of GC-UNC-45 mRNA in both the JH514 primary tissue and the cell line (0.044
and 0.050 relative units respectively) both of which are lower than for high grade serous carcinoma
(mean of 0.081 relative units).

Effect of GC-UNC-45 over-expression on cell proliferation (results detailed in Bazzaro et al.,
appended)

Prior studies indicate that skeletal myogenic cell proliferation is retarded when levels of GC-UNC-
45 mRNA are reduced. Therefore, we asked whether over-expression of GC-UNC-45 influences
proliferation rate. Initially, we compared the proliferation of 293T cells upon transient transfection
with pEGFP-C1-GC-UNC-450r pcDNA3.1-GC-UNC-45 versus vector control. The efficiency of
transfection was estimated at 50-70% by fluorescence microscopy. By fluorescence microscopy,
GFP alone was present partially in the nucleus and predominantly in cytoplasm, whereas the GFP-
GC-UNCA45 protein was localized exclusively to the cytoplasm. We further confirmed the expression
of GFP-GC-UNC-45 by Western blot using rabbit antiserum to GC-UNC-45 produced as a 6His
fusion protein in E. coli. Rabbit antiserum to GFP specifically reacted with ~130kDa and ~30kDa
proteins in pEGFP-C1-GC-UNC-45 and pEGFP-C1 transfected cells respectively. Upon counting
the number of fluorescent cells at 12, 24 and 36h after transfection we noted a significantly greater
proliferation rate in cells transfected with pEGFP-C1-GC-UNC-45 as compared to pEGFP-C1
(p=0.0001 at both 24h and 36h post transfection). To exclude the possibility that GFP fusion affects
the function of GC-UNC-45 or potential toxic effects of GFP expression, we transiently transfected
293T cells with pEGFP-C1 and pcDNAS3.1 (vector control) or with pEGFP-C1 and pcDNA3.1-GC-
UNC-45 and the proliferation rate was followed by counting the number of fluorescent cells 12, 24
and 36 hours post-transfection. Again, there was an increase in cell proliferation in 293T cells
transfected with pcDNA3.1-GC-UNC-45 versus pcDNA3.1 vector control, noticeable from 24 hours
after transfection (p=0.0001). Similar results were obtained in HelLa cells (not shown) and Western
blot analysis using antisera to full-length human GC-UNC-45 confirmed GC-UNC-45 over
expression after transfection with pcDNA3.1-GC-UNC-45 (not shown).

Key Research Accomplishments

* ldentification of 2 new tumor associated antigens for serous carcinoma using
immunopreciptation and MALDI-TOF

* Demonstration that elevated expression of the General Cell UNC-45 isoform associates
with high grade invasive ovarian carcinoma
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* Application of Bayesian modeling of autologous antibody responses against ovarian tumor-
associated antigens to cancer detection

Reportable Outcomes

* Application of Bayesian modeling of autologous antibody responses against ovarian tumor-
associated antigens to cancer detection. Al Erkanli, Douglas D Taylor, Deyrick Dean, Faria
Eksir, Daniel Egger, James Geyer, Brad H Nelson, Herbert A Fritsche, and Richard BS
Roden. (Submitted to Clinical Cancer research)

- Elevated expression of the General Cell UNC-45 isoform associates with high grade
invasive ovarian carcinoma. Martina Bazzaro, Taylor Tang, Catherine J Turski, Robert E
Bristow, le-Ming Shih, and Richard BS Roden. (Submitted to the American Journal of
Pathology)

Conclusions

We have built upon the progress of our first year of funding, and have demonstrated that all of the
tasks in our Statement of Work are feasible. We have developed a methodology for the
identification of ovarian cancer-associated antigens that is complementary to SEREX. While we
are generating the cDNA expression library for SEREX screening, we have used this alternate
immunoprecipitation and mass spectrometry-based approach to identify two new ovarian cancer
associated antigens. Almost nothing is known about the function of either antigen. For one of
these new antigens, GC UNC-45, we have demonstrated its ability to increase the rate of cell
proliferation. We have also shown that GC UNC-45 expression is elevated in high grade as
compared to low grade ovarian carcinoma, and advanced relative to local ovarian carcinoma.
Furthermore, we have built upon our previous work in which HOXB7 was identified by SEREX as an
ovarian cancer antigen. We have used Bayesian modeling of autologous antibody responses
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